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A New Treatment for Osteomyelitis: 


Extremity Perfusion with Antibiotics 


@ Summary of animal experiments in isolation perfusion technic 


together with one case report in which such treatment was carried out. 


Introduction 
OST of the causative organisms in 
chronic osteomyelitis are resistant 

to the commonly-used antibiotics. If the 
bacteria are sensitive only to antibiotics 
which produce systemic toxicity,'*-* such 
treatment must be modified or withheld. 
Yet this systemic toxicity can be avoided 
or miminized by the use of the isolation- 
perfusion technic. This has been demon- 
strated repeatedly in the treatment 
of malignancies with chemotherapeutic 
drugs.*75 

Animal experiments were begun in 1957 
to determine the maximum amount of 
various antibiotics possessing systemic 
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toxicity that could be administered by the 
isolation-perfusion technic. This report 
comprises a summary of these animal 
experiments and a case report in which 
these technics were used for the adminis- 
tration of massive doses of bacitracin; 
and chloromycetint in a case of chronic 
osteomyelitis. 
Laboratory Experiments 

The hind limb of a dog was used for 
determination of the safe dosage level of 
antibiotic agents administered by the iso- 
lation-perfusion technic. A simple bubble 
dispersion oxygenator and a sigmamotor 
pump were used for the extracorporeal 
circuit... Bacitracin and chloromycetin 
were the first drugs studied. 

The procedure involved cannulation of 


7 Supplied by Andrew J. Moriarity, M.D., 
Upjohn Co., Kalamazoo, Mich. 
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the common femoral artery and vein, fol- 
lowing which perfusion was carried out 
for thirty minutes. At the completion of 
perfusion the limb was washed out with 
200 cc. of drug-free perfusate. Increasing 
amounts of bacitracin were used until the 
maximum safe dosage was determined. 
Since the dog kidney is more resistant 
to the deleterious effects of bacitracin 
than is the kidney of other animals, all of 
the animals receiving 4000 units/Kg. of 
body weight were subjected to unilateral 
nephrectomy prior to perfusion of the 
leg. The control animals were given the 
same amount of bacitracin by direct intra- 
arterial injection. The results are sum- 
marized in Table 1; since approximately 


TABLE 1 
RESULTS—CONTROL PERFUSION 


Bacitracin 


Dosage U/Kye. B.W. No. Treated Survived 
£ x 


4,000 Control 6 2 
2,000 Perfusion 3 : 
4,000 Perfusion 10 


Chloromycetin 


No. Treated 


Dosage (gm./Kg. B.W.) Survived 


0.5 of 0 Perfusion : 0 
0.25 Perfusion 4 
0.1 Perfusion 8* 








*2 dogs died of unrelated causes, 


25 per cent of the animals receiving 4000 
units Kg. of body weight failed to survive, 
3000 to 3500 units’ Kg. was selected as the 
maximum safe dosage of bacitracin in the 
hind limb of a dog when administered by 
the technic described. In determining a 
safe dosage level for chloromycetin a mas- 
sive dosage was used initially. Then de- 
creasing amounts were administered until 
a safe level was found. The results of 
these experiments are shown in Table 1. 

On the basis of dosage levels determined 
in animals, the principle of isolation of 
an extremity and perfusion with anti- 
biotics was applied clinically. A report 
of the first clinical case is summarized 
below. 

Case Report 

A 37 year old male sustained a fracture of 
the left femur at age 7, following which he 
developed intramedullary osteomyelitis. Multiple 
sinus tracts formed, but eighteen months follow- 
ing fracture the patient was ambulated. Ten 


years later, at the age of 17, he re-fracture 
the left femur and again multiple sinus tract 
developed. Although the fracture healed afte: 
a period of immobilization draining sinus tract; 
have persisted for the past twenty years. 

Physical examination at the time of the pres- 
ent admission revealed numerous scars over th: 
left thigh with two sinus tracts extending t» 
the lower femur. The left femur was one inc. 
shorter than the right and there was slight 
atrophy of the quadriceps and limitation of knee 
flexion to 100 degrees. Cultures of the drain- 
age site showed staphylococcus aureus, coagu- 
lase positive, sensitive to chloromycetin and 
bacitracin. Roentgenograms revealed chronic 
osteomyelitis of the left femur and following in- 
jection of the sinus tracts, pockets in the inter- 
condylar area of the femur and a sequestrum 
in the midportion of the femoral shaft were 
demonstrated. 

On July 21, 1958, and again on August 14, 
exploration of the sinus tracts and saucerization 
of the proximal and midportions of the femur 
were performed. However, the tract over the 
medial femoral condyle persisted. 

On December 8, an isolated perfusion was 
performed on the left lower extremity. Cannulae 
were placed in the left common femoral artery 
and vein following heparinization of the patient, 
and the cannulae were connected to a pump- 
oxygenator circuit. Bacitracin in a dosage of 
3000 units/Kg. body weight and chloromycetin 
in a dosage of 65 mg./Kg. body weight were 
added to the perfusate and perfusion continued 
for thirty minutes. Following perfusion the 
cannulae were removed and the artery and vein 
were repaired. Saucerization of the distal left 
femur was performed and the incisions closed. 
Postoperative healing was uneventful and there 
has been no evidence of recurrent osteomyelitis 
to date. 

Discussion 

The introduction of the antibiotics has 
greatly decreased the incidence of the 
chronic osteomyelitis. Yet osteomyelitis 
is still a feared complication of compound 
fractures, especially those of the distal 
third of the tibia and fibula. While less 
frequent than in the pre-antibiotic era, 
amputations are still done because of in- 
fections which cannot be eradicated. 

Despite the introduction of many new 
antibiotics, resistant strains of bacteria 
and drug toxicity remain distinct limita- 
tions to their clinical usefulness. The 
problem of toxicity can be lessened by 
the use of the isolation-perfusion technic 
as developed for the treatment of malig- 
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ancies. Thus the nephrotoxic effects of 
acitracin can be avoided by perfusing 

.e drug only through the affected limb. 

Since most perfusion treatments are 

irried out for limited periods of time, 

ss than one hour, the use of antibiotic 
drugs by this technic would constitute 
.nother form of stosstherapy (treatment 
by a single massive injection of a drug.) 
Joseph * has recently reviewed the litera- 
ture on stosstherapy and reported on the 
use of a single massive dose of penicillin 
and/or sulfa drugs for acute lower res- 
piratory infections in children. The re- 
sults of this form of treatment were equal 
to the results in other children treated by 
conventional therapy. 

As outlined in this paper, the isolation- 
perfusion technic is a form of adjuvant 
therapy and is not intended to replace 
the fundamentals of surgical therapy 
such as sequestrectomy, adequate sauceri- 
zation and proper immobilization. Used in 
conjunction with standard treatment of 
osteomyelitis, it may be possible to eradi- 
cate infections which cannot otherwise 
be treated because of the systemic toxicity 
produced by some of the antibiotics. 


Summary and Conclusions 
Chronic osteomyelitis is still a major 
problem in clinical practice, especially in 
compound fractures of the distal third of 
the tibia and fibula. 


The causative organism in many of 
these cases are sensitive only to antibiotics 
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having a significant degree of systemic 
toxicity. 

Systemically toxic drugs may be ad- 
ministered safely by the isolation-perfu- 
sion technic. 

Animal experiments have shown that 
3000 units/Kg. body weight of bacitracin 
and 0.1 gm./Kg. body weight of chloro- 
mycetin can be administered to an ex- 
tremity by this technic. One case is re- 
ported in which such treatment was car- 
ried out with gratifying early results. This 
adjunct to standard therapy is offered 
as a means of using specifically indicated 
antibiotics in the treatment of osteomye- 
litis. 
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Volvulus of Sigmoid Colon* 


@ In a review of sixty-three cases of volvulus of the sigmoid colon, 


with ten deaths, taken from the records of five New Orleans hospitals, 


the author discusses the methods for improving the mortality rate and 


decreasing the recurrence rate. 


OLVULUS of the sigmoid colon is a 
condition which fortunately occurs in- 
frequently. Diagnostic methods have been 
standardized and diagnosis can be made 
in a fair percentage of cases when the 
sigmoid is involved. A correct diagnosis 
was made in 77 per cent of the cases in 
this series. However, experience with 
the condition has been so limited that no 
satisfactory plan has been evolved for 
its management. Therefore, recent litera- 
ture has been reviewed and this series 
of cases has been studied with the objec- 
tive of discovering, if possible, a plan of 
treatment which will decrease the mor- 
tality rate and the morbidity and prevent 
the high rate of recurrence. 
The information in Table 1 is based on 
a study of the records of cases of volvulus 
in the files of five New Orleans hospitals. 











TABLE 1 
LIST OF CASES IN FIVE NEW ORLEANS 
HOSPITALS 
OS”: Sigmoid 
Touro Infirmary 1945-1955 9 
Hotel Dieu m 6 
Mercy Hospital 5 1 
V. A. Hospital 6 11 
Charity Hospital es 36 


63—10 deaths 


Total 63 cases—10 deaths (15.8%) 





Diagnosis 
History is quite important. Over 50 
per cent of the patients had as a chief com- 
plaint inability to pass flatus and stool. 








* Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 
in Shreveport, May 7, 1958. 

+ From the Department of Surgery, Louisi- 
ana State University School of Medicine, New 
Orleans. 
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Abdominal distention was also a major 
complaint in many patients. This disten- 
tion at onset is insidious accompanied by 
mild generalized cramping pain but be- 
comes severe. Nausea and vomiting were 
present in those cases with an acute onset 
and usually there was a high percentage 
of strangulation. 

The past history is of great value in 
making the diagnosis. Many of the pa- 
tients give a history of chronic constipa- 
tion and episodes of partial volvulus re- 
lieved by enemas. Twenty-five percent of 
these patients had a past history of pre- 
vious hospitalization for volvulus. 

The characteristic roentgenologic evi- 
dences of volvulus of the sigmoid are 
(1) on flat plate of abdomen—a markedly 
distended sigmoid which extends to the 
costal margin, (2) fluid levels in the sig- 
moid loop, (3) moderate gaseous disten- 
tion of remainder of colon, (4) typical 
conical shaped narrowing at rectosigmoid 
on barium enema, the so called “bird’s 
beak” deformity. 


Treatment 

I feel that insertion of a long rectal 
tube through a proctoscope should be at- 
tempted. If this method is successful, the 
patient should be observed carefully and 
resection of the involved area should be 
performed while the patient is still in the 
hospital. If unsuccessful, abdominal ex- 
ploration and simple detorsion should be 
attempted. In cases complicated by gan- 
grene, a Mikulicz resection should be per- 
formed. Several methods of treatment 
were employed in this series (Table 2). 

The number of cases treated by each 
method is so small that no -valid conclu- 
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TABLE 2 
METHODS OF TREATMENT EMPLOYED IN 
THIS SERIES 


Method 





Cases Deaths 
octoscopic reduction 8 0 
octoscopic reduction and resection 
on the same admission 7 0 
Simple reduction 13 1 
iikulicz procedure 1 4 
tesection and anastomosis 7 0 
Simple reduction and anastomosis 
on the same admission 2 0 
No treatment 5 0 
No treatment possible (too ill) 4 4 
Reduction following barium enema 4 0 
Reduction following simple enemas 1 0 
Cecostomy 1 1 
63 10 





sions can be drawn from a study of the 
statistics. However, a review of the lit- 
erature reveals that reduction with the 
aid of the proctoscope is successful in a 
desirable number of cases and it is a safe 
method (Table 3). 

TABLE 3 


PROCTOSCOPIC REDUCTIONS 








Author Cases Deaths 
Brusgaard 106 4 
Hamlin 11 0 
Isaacson 7 1 
Owings 25 0 
\nderson 14 1 
Levin : 15 0 
Michel 4 1 
182 7 3.3% 





Until recently, there has been opposition 
to proctoscopic reduction. The major rea- 
sons for this opposition are danger of per- 
foration and unrecognized gangrene. In 
reported cases there were only two in 
which perforation occurred. These cases 
should be watched very carefully after 
reduction and when there are signs of 
gangrene, abdominal exploration should 
be performed. Gangrene may be detected 
by proctoscopic examination. It appears 
as a purplish discoloration of the mucosa 
accompanied by a “corkscrew” or spiral 
uppearance of the bowel wall. In this 
series, two cases were detected in this 
Inanner. 

Regarding the technic itself, only a few 

ords need be said. The knee-chest or 
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Sims positions are satisfactory, and the 
proctoscope should be inserted with the 
utmost care. There will be sudden force- 
ful expulsion of quantities of gas and 
feces if introduction of the proctoscope is 
successful. 

Results obtained by simple operative 
detorsion are shown in Table 4. This 
record indicates that detorsion is a good 

TABLE 4 
SIMPLE OPERATIVE DETORSION 


Author Cuses 





Deaths 
Levin 15 1 
Michel 4 0 
Dean 10 3 
Anderson 6 1 
Pool 10 0 
45 5=—11% 





method which carries with it a relatively 
low mortality rate. Cases with suspected 
or actual gangrene found at the time of 
exploration should be subjected to a 
Mikulicz type of resection (Table 5). Some 
of these cases had pervious episodes of 
volvulus and were allowed to progress 


TABLE 5 
MIKULICZ OPERATION 


Author Cuses Deaths 
Levin 11 4 
Pool > 1 
Brusgaard 5 5 
Anderson 3 3 
Michel 5 3 


26 16=61.5% 
without operation until they developed a 
fatal attack. 

In our series there were 16 recurrences. 
Six of these occurred while the patient 
was in the hospital and there was one 
death. Ten had episodes of volvulus prior 
to admittance and two of these patients 
died. Had resection been done in these 
cases, speculation regarding the outcome 
seems justifiable. 

There are three methods available to 
prevent recurrences: (1) proctoscopic re- 
duction followed by resection and anasto- 
mosis while the patient is still in the 
hospital, (2) Mikulicz resection (neces- 
sary in cases of gangrene and useful when 
there is extreme redundancy of the 
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bowel), and (3) resection and anastomosis 
during a quiescent interval. 

In order to decrease the mortality rate 
and prevent recurrences, the following 
procedures are advocated. 

1. If immediate insertion of a rectal 
tube through the proctoscope is success- 
ful, and no signs of gangrene are present, 
an interval of ten to fourteen days should 
be allowed to prepare the patient and 
resection an anastomosis should be per- 
formed. 

2. If the patient is admitted during 
a quiescent interval and diagnosis has 
been established, resection and anastomo- 
sis is the best procedure. 

3. If reduction with the aid of the 
proctoscope fails, or reveals that the bowel 
is gangrenous, which was true of two cases 
in this series, Mikulicz resection should 
be performed. 

If simple detorsion is successful, re- 
section and anastomosis should be _ per- 
formed on the same admission or within 
three months. Patients should be warned 
of the chances of recurrence and _ its 
dangers. 


Results of Treatment 

In this series, 63 cases of volvulus of 
the sigmoid were treated and of these, 
there were 10° (15.8 per cent) deaths. 
This record compares favorably with 
those of most recent reports (Table 6). 

TABLE 6 
NUMBER OF CASES AND MORTALITY RATES 
OF VARIOUS AUTHORS 


Author Cnuses Deaths 
Brusgaard 
Levin 
Hamlin 
Isaacson 
Michel 
Owing 
Dean 


3 14% 


A review of the records of the ten 
deaths in our series revealed the follow- 
ing facts: The average age was 68 years. 
The duration of symptoms averaged 4.3 
days. The condition of the patient on 
admittance was very poor in eight cases, 
fair in one case, and good in one case. 
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tecords show that patients in the sixtl 
decade of life, with poor cardiac and 
renal reserves, reported to the hospital s« 
late that no method of treatment coul 
be expected to succeed. Four of these pa- 
tients were moribund on admittance. 


Summary 

Sixty three cases of sigmoid volvulus are 
reviewed. Methods for improving the mor- 
tality rate and decreasing recurrence rate 
are discussed. 

Proctoseopic reduction, when followed 
in ten to fourteen days by resection and 
anastomosis, is a safe method of treatment 
which should be used more often. 
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Discussion 

Dr. E. R. Morgan (Shreveport): I should like 
to commend Dr. Levin on his presentation. In 
a short period of time he has outlined quite 
completely, a program of treatment for a 
troublesome, even sometimes fatal condition. 

At Confederate Memorial Hospital here in 
Shreveport, 11 cases of volvulus of the sigmoid 
have been encountered since 1951. This period 
has been chosen because it lies well within the 
so called “antibiotic era”. As Dr. Levin stated, 
a small number of cases is not statistically sig- 
nificant, but it does illustrate the methods used 
and within reason, the results obtained by these 
methods. 

All of our patients were men. All were eld- 
erly, the average age being 67 years. The aver- 
age duration of symptoms was three days and 
all of the patients presented themselves with a 
picture of intestinal obstruction. 

In the plan of management, 6 of the 11 pa- 
tients were sigmoidoscoped. Detorsion was ac- 
complished by this method 3 times. In one, ob- 
struction was encountered at 17 ecm. which 
resulted in a correct diagnosis being made. In 
2, sigmoidoscopy yielded no significant informa- 
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n. This is another situation where the sig- Three of those operated upon had simple de- 
idoscope presents itself as a useful diagnostic torsion as the method of treatment, and 4 had 
d therapeutic instrument. Sigmoidoscopy defi- sigmoid resections. 

tely should be carried out if this condition is Of those 


undergoing surgery, one expired 
spected. 


four days postoperatively of a pulmonary em- 
Seven patients were taken to surgery. Five bolus, and a second had a wound dehiscence 
the seven had a correct preoperative diag- which required reclosure of the abdomen. 

sis. Such a high percentage was due to the Again, I should like to compliment Dr. Levin 
ct that 3 had had recurrent episodes of vol- on his presentation and results which he has ob- 
lus which aided considerably in making a tained. Much can, and is being done with a 
rrect estimate of the patient’s condition. planned program of approach to this condition. 


A Fish-hook Removed from the Esophagus without an Operation 


Reported by Andrew R. Kilpatrick, M.D., Woodville, Miss. 


In the summer of 1837, Mrs.* * * was enjoying her usual siesta in the afternoon 
of a warm day, on a pallet spread on the floor in a cool part of the house; and while 
she was lying on her back sleeping pleasantly, no doubt dreaming of past pleasures, hei 
grandson, a little urchin of three or four summers, was playing about the house with 
a fishing tackle, complete, pole, line, and hook; who when he discovered the old lady 
with her mouth widely distended* * * cautiously deposited the “barbed hook” (1 
believe there was no bait on it) into the granddame’s open mouth. The titilation caused 
her to awake suddenly and as her mouth was dry from exposure, she closed it, and 
swallowed the hook two or three inches below the uvula. 

Some gentle efforts were essayed to remove the hock, both by the patient and 
some of the family; but being apprehensive of fixing the barb in the throat, they 
ceased all efforts, and despatched a messenger for Dr. E. Leroy Antony, who resided 
in the neighborhood. 

His plan was to cut off the line within a foot or two of the mouth of the patient; 
then to drill a hole through a rifle bullet and drop it over the line, down on the hook. 
In order to fix the bullet on the point of the hook and maintain it firmly in that position, 
a reed was procured, the joints punched out and then passed down over the line, and 
pressed firmly over the bullet. In this manner, the hook, bullet, and reed, were all 
withdrawn at once, very easily, without any injury to the esophagus or fauces. 


New Orleans M. J. 1:412, (March) 1845. 
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The Medical Aspects 


Of Juvenile Delinquency“ 


@ A Report by the Louisiana Committee on Juvenile Delinquency for 


the American Academy of Pediatrics. 


A‘ THE present time the number of 


young people apprehended by the po- 
lice for delinquent behavior is increasing at 
an alarming rate. It has been estimated 
that there are 500,000 juvenile delinquents 
in this country. If the present trend con- 
tinues there will be 1,000,000 juvenile de- 
linquents by 1962. If this upward spiral 
is to be stopped it will require the coop- 
eration and efforts of every citizen of 
every community. The National Commit- 
tee, through the Aeademy of Pediatrics, 
recommended the formation of state com- 
mittees for the study of juvenile delin- 
quency. 


Objectives of State Committee 

This State Committee held its first 
meeting in Louisiana in the fall of 1957. 
Through the urgings of the National Com- 
mittee it was the purpose of this State 
Committee: (1) To investigate and ex- 
plore all agencies dealing with juvenile 
delinquency throughout the state in an 
effort to determine the role of physicians 
in juvenile delinquency; (2) to educate 
itself on the problems of juvenile delin- 
quency; (3) to establish effectively liai- 
son with other groups working on the 
problem of juvenile delinquency. 


Surveys 
The committee members were selected 
so that they represented the larger cities 
throughout the state. Each committee 
member conducted his own survey by in- 


‘Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 
in Shreveport, May 6, 1958. 


ROSS TILBURY, M. D. 
Shreveport 


CLIFFORD G. GRULEE, JR., M.D. 
New Orleans 


terviewing judges, juvenile officials, city 
officials and lay groups in an attempt to 
get new ideas and information. As a re- 
sult of this survey—first of all—the com- 
mittee decided that juvenile delinquency 
was of such a broad scope that it would be 
necessary for the pediatricians to limit 
themselves to merely the medical aspect 
of delinquency. This survey revealed that 
there were many groups working through- 
out the community that had spent many 
years in attempting to combat juvenile 
delinquency that welcomed our inquiries 
and were especially cooperative in volun- 
teering information. Some of the ideas 
that were born of this survey I will at- 
tempt to briefly cover in this report. 


Recommendations 

First, it was recommended that the 
formation of a consultive medical board 
for use by the court in each community 
might be of definite value. Because of 
the overloading of the guidance centers 
by cases that apparently take priority 
over these delinquency cases this con- 
sultive medical board will be of definite 
value. It would be made up possibly of 
pediatricians, psychiatrists, and general 
practitioners. If and when the court so 
desired, a complete examination and eval- 
uation of any child brought before the 
court could be made. 

One of the other ideas that came out 
of this survey was that counseling of par- 
ents in the bringing up of their children 
through P.T.A. meetings and parents 
meetings might be of definite value. It 
has been found that there has been a 
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rreat deal of information published and 
nany parents are confused by the masses 
f information. 


Minnesota State Committee on 
Juvenile Delinquency 

In February of 1958, the committee met 
vith Doetor Albert Schroder, Chairman 
if the Minnesota State Committee on Ju- 
venile Delinquency of the American Acad- 
emy of Pediatrics. Doctor Schroder most 
kindly detailed the program of his group 
indicating that it had not involved an 
entirely independent program but had de- 
cided that it should interview at least 
three groups among the lay organizations 
in attempting to determine appropriate 
lines of action and to establish suitable 
liaison relationships. In addition, contacts 
were made with the agencies of Govern- 
ment, including the Juvenile Courts, with 
which the Committee established a refer- 
ral system by which the Court could re- 
quest careful medical examination of any 
child referred to it who did not have its 
own doctor and who was in need of such 
examination. They also had a conference 
with the Police Juvenile Division and es- 
tablished good working relationships with 
the Committee on Juvenile Affairs of the 
State Legislature. In order to stimulate 
interest at the local level, they contributed 
pediatric instructors for various police 
training courses in their state and strong- 
ly espoused and furthered dissemination 
of the teen-age code. This was done 
through P.T.A. groups after the children 
themselves had taken an active part in 
defining the conditions of the code after 
170 communities represented by police 
officers and 5,000 school children had ac- 
cepted the code. Each community or 
school adopts a code or not, as it sees fit, 
and having considered a model code as 
proposed by the state, modifies it to meet 
particular needs. In small communities 
where acceptance of the code is being 
contemplated by a school unit, the pedi- 
itricians make themselves available to 
introduce the material and whenever pos- 
sible try to work with or through general 
»ractitioners. The Minnesota group has 
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also caused to be published, without 
names, the offenses committed by juve- 
niles each week. 


Louisiana Youth Commission 

In February, the Louisiana Committee 
met with the Louisiana Youth Commis- 
sion for the purpose of trying to deter- 
mine the role of pediatricians or physi- 
cians in combatting juvenile delinquency. 
One Commission member pointed out that 
the current juvenile code calls for com- 
plete history and physical examination on 
any child who comes under its jurisdic- 
tion. Juvenile court authorities were un- 
able to implement this provision of the 
law in most instances and believe that a 
critical study of physical examinations 
under these circumstances should be made. 
It is their feeling that if it is really im- 
portant, the provision of the law must be 
enforced, but if it is not vital, this pro- 
vision of the law should be deleted. Two 
of the judges on the youth council, who. 
have authority in courts which handle ju- 
veniles, expressed the great need for pan- 
els of pediatricians who would be willing 
to perform careful examinations at the 
request of the court. There was a gen- 
eral consensus that this was a desirable 
type of activity for pediatricians and 
that the committee should do whatever 
it could to implement such a suggestion. 

The opinion was expressed by members 
of the Academy Committee that the coun- 
seling of parents concerning the bringing 
up of their children was an important and 
necessary type of activity. After con- 
siderable discussion, it was decided by 
the council that this interest in counsel- 
ing services might very well inter-digitate 
with a suggested program of education 
requested by parent groups for public 
schools in the New Orleans area. It was 
decided that this effort with the parents 
would be planned jointly by Mr. Lawrence 
H. Higgins, Executive Director of the 
Commission, by members of the commit- 
tee and, if successfully carried out might 
serve as a pattern for similar activities in 
other communities. The commission fi- 
nally consented to furnish each member 
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of the committee with a volume just pub- 
lished by the commission which included 
information on all aspects of the juvenile 
code in matters pertaining to the legal 
. handling of children in the State of Lou- 
isiana. The Secretary of the Louisiana 
State Youth Commission, stated one great 
need on a state-wide basis is a simplified 
structure among our courts for handling 
those juveniles who reach the courts. He 
pointed out that there are some 78 courts 
in the state, handling juveniles, that are 
* presided over by judges of many differ- 
ent legal interests and talents. He stressed 
the need for a specialized form of courts 
and stated that much better handling of 
proklems could be accomplished by some 
ten courts scattered through the state. 
The Youth Commission has full coopera- 
tion of the State Bar Association on this 
matter. 

Mr. Higgins’ second plan wus for some 
type of diagnostic service in the schools 
where early detection could be made when 
the child begins to show abnormal be- 
havior or progress. This should involve 
facilities for psychometric screening, de- 
tection of organic disease and psychiatric 
care when needed. Regional special schools 
and detention homes should be provided. 
He further pointed out that all this would 
be a saving to taxpayers. 


National Conference 

In February of 1958, the committee at- 
tended a National Conference on the 
“Child at Law.” This was very education- 
al from the standpoint of the mechanism 
for handling children in the courts, the 
history of the development of law affect- 
ing the juveniles, the method of awarding 


children in divorce cases, the causes of 
juvenile delinquency, behavior character- 
istics of the predelinquent child, and re- 
search that was being done on early diag- 
nosis of the predelinquent child. The com- 
mittee felt that this National Conference 
was of a great value in educating itself 
to deal with the problem of juvenile de- 
linquency. The proceedings of this con- 
ference will be published in book form 
within the next few months. 


Summary 


The Committee on Juvenile Delinquency 
of the Louisiana State Chapter of the 
American Academy of Pediatrics has held 
several meetings since November, 1957, 
with the purpose of organizing its activi- 
ties, sharing information concerning local 
circumstances in various parts of the State 
and in seeking appropriate areas of par- 
ticipation for pediatricians in reducing 
the problem of juvenile delinquency. The 
Committee endorses and hopes to promote 
the suggested types of physician partici- 
pation in this field as brought out in a 
recent National Conference on “The Child 
at Law.” 

1. Early detection of the signs of mal- 
adjustment in children. 

2. Referral to proper agencies to sup- 
plement their own advice. 

3. To serve as a spearhead to see that 
the schools and cities provide proper in- 
stitutions for juvenile delinquency. 

4. To counsel parents and _ parent 
groups in the new ideas of managing and 
bringing up their children. 

5. To develop intense interest in the 
social problems concerning juvenile de- 
linquency in their own communities. 
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Tuberculosis: A Community Problem 


@ Although it would seem that this disease is not so common as 
in the past, the family physician must be just as tuberculosis conscious 
as ever. The goal now is not merely control but tuberculosis eradication. 


URERCULOSIS is a changing disease ; 

fewer people die of it than ever before 
while proportionately more will live with it 
as a chronic disease; yet it remains a com- 
munity problem. The probability of re- 
storing a given patient to full social and 
economic usefulness is now greater than 
anyone could possibly have imagined ten 
or fifteen years ago. Family physicians 
attend now many patients who in an ear!l- 
ier decade would have been sent away toa 
tuberculosis sanatorium; some of these 
are treated a short time at home before 
being returned to work but others are not 
even kept away from work at any time 
while taking the specific antibiotics for 
the disease. So prevalent has become this 
type of practice that the observer is apt 
to see in the tuberculosis hospital or chest 
clinic today only those patients who have 
advanced or complicated disease or who 
are medically indigent. 

Much of this change is good; some of 
it is not good. It is true that the dogma- 
tism of a former generation of tubercu- 
losis specialists has given way to the 
more liberal attitude of the general prac- 
titioner who now treats most of the pa- 
tients with tuberculosis. It is also true 
that much individualization must and 
should be exercised in determing the type 
of treatment for a given patient. These 
considerations do not diminish the com- 
munity responsibility in tuberculosis; for 
this disease to be eradicated, only the 
determined will of the community suffices. 
The relative ease with which symptoms 
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can be abated and infectiousness pre- 
vented by administration of specific anti- 
biotics should not blind us to the responsi- 
bility to be shared by the family physician, 
the public health worker, the general pub- 
lic and last—but by no means least of all— 
by the patient, himself. 


The Family Physician Must Be 
Tuberculosis Conscious 

Unwarranted optimism concerning tu- 
berculosis still accounts for delay in diag- 
nosis and institution of therapy. The prac- 
titioner knows that mortality rates have 
fallen and he seldom sees the obvious case 
of tuberculosis anymore; so he has been 
lulled into a false sense of security and 
tends not to think of the disease as oc- 
curring in his patients. This explains why, 
even to-day, the diagnosis may be estab- 
lished only when a chest film is taken dur- 
ing the course of an extensive physical 
survey and why tuberculosis in a woman is 
suspected only after her baby is found to 
have tuberculous meningitis. Such trage- 
dies still occur. It becomes necessary fre- 
quently to remind the practising physician 
that even if tuberculosis is not as com- 
mon as before, it is still as deadly; there- 
fore it has to be sought insistently. Many 
of our older patients exhibit reactivations 
of lesions dormant many years; hence 
the necessity for periodic chest x-ray 
studies among our geriatrics patients. The 
diabetic, the malnourished, the person 
subjected to excessive stresses, the pa- 
tient taking adrenal steroid hormones, 
the patient whose peptic ulcer necessitated 
subtotal gastrectomy are all especially apt 
to have tuberculosis and should be ex- 
amined frequently with this in mind. It 
is amazing how frequently a lesion of tu- 
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berculosis is detected by x-ray examina- 
tion and then completely neglected many 
years until. extensive dissemination of the 
disease has occurred. No lesion of tuber- 
‘ culosis should ever be disregarded as “‘in- 
active” but should always be carefully 
observed years, rather than months, even 
when no therapy or restriction of activi- 
ty seems warranted. The larger the lesion, 
the more prolonged the period of obser- 
vation. It is most regrettable that many 
roentgenologists still interpret lesions as 
* “inactive” on the basis of a single exami- 
nation. The practitioner must beware the 
pitfalls of accepting too readily this op- 
timistic opinion, because he will learn that 
unheralded and unattended exacerba- 
tions of the disease are most apt to stem 
from such “inactive” lesions. The most 
common cause of chronicity in tubercu- 
losis is failure of treatment at the right 
time. 


Public Health Demands Eradication 
Of Tuberculosis 

It is not sufficient to speak of “‘tubercu- 
losis control” any longer; the goal is 
“eradication”. Eradication demands that 
the full campaign be continued in spite 
of public apathy and competition of other 
health demands, until there is no longer 
any tuberculosis left to treat. This is a 
formidable challenge because the less ob- 
vious tuberculosis becomes, the less apt 
is public interest to be. As before, case- 
finding is still of paramount importance. 
Cases cannot be reported to the health de- 
partment until they have been detected. 
Because of the general fear of radiation 
hazards, mass x-ray campaigns have been 
curtailed; in replacement, contact exami- 
nations, tuberculin testing in schools, and 
routine hospital admission x-rays have 
yielded a significant number of new and 
previously undetected cases. The certifica- 
tion plan of the tuberculosis committee 
of the American School Health Associa- 
tion deserves the widest support for it 
makes possible a new approach with the 
added advantages of education amidst the 
school environment. Through the tracing 
of contacts of children recently convert- 
ing from negative to positive tuberculin 


status, it is possible to uncover new cases 
before these can cause much harm in the 
community. It has been well established 
that patients attending hospitals are more 
apt to have tuberculosis than the popu- 
lation at large; such routine hospital ad- 
mission chest x-rays offer a quick and 
relatively inexpensive method of early 
diagnosis. 

After case finding there needs to be a 
consistent effort to provide treatment. 
There are still gaps in our program of 
isolation of the contagious patient. The 
problem of the recalcitrant patient has 
been widely aired, but comparatively few 
patients are recalcitrant at the start of 
their illness. If proper preventive mea- 
sures are exercised early, and if public 
health administrators insidiously attempt 
to follow-up the initial diagnosis with ade- 
quate education to the patient, much ob- 
jection to therapy can be forestalled. 


What Must The Public Know? 

The fight against tuberculosis has just 
begun. So long as people carry within 
their bodies live tubercle bacilli—and only 
the sensitivity to tuberculin shows this 
existence—such bacilli may at some time 
cause Clinical tuberculosis. The probabili- 
ty for morbidity diminishes with passage 
of time, but it probably never entirely 
disappears. We do not know as yet how 
to rid an infected person entirely of con- 
tained bacilli although the hope of an 
antibiotic powerful enough to do this per- 
sists. There is moreover the threat that 
such baneful influence as nuclear energy 
may be responsible for potentiating other- 
wise dormant infection. In an earlier gen- 
eration, the hope was to control the dis- 
ease; now our hope is for a generation 
of uninfected persons. 

Tuberculosis is still prevalent in lands 
outside the United States, lands visited 
often enough by Americans—on tour or in 
military service—to pose the constant 
threat of infection. The chance infection 
acquired abroad can be devastating. Lit- 
erally “no one is safe until all are safe.” 
Tuberculosis simply will not remain a 
localized menace. 

The best way to continue the fight 
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igainst tuberculosis is to reinforce the 
‘urrent campaigns. Public participation 
n voluntary health movements was large- 
y spearheaded by the Christmas Seal Sale 
fforts. The double-barred cross is yet 
the symbol of fight against tuberculosis; 
purchase of the Christmas Seals must be 
stimulated to disseminate as much as pos- 
sible that degree of public information 
which will continue the fight. 

Complacency is the greatest handicap 
in the campaign against tuberculosis. We 
cannot take for granted the gains made 
but must continue until the goal of com- 
plete eradication has been attained. 


Rehabilitation 

Restoring a patient to full social and 
economic usefulness on recovery from 
tuberculosis is matched by today’s counter- 
part; preventing his becoming useless. 
Traditionally, emphasis was placed on 
recreational therapy to help him pass the 
long hours of convalescence and recovery 
and to encourage him so that he would 
not give up the fight ; subsequently empha- 
sis was laid on building his morale and 
training him for suitable work so that he 
might not be forced into the type of poorly 
remunerative work which would foster 
his reactivation. More recently, we have 
been impressed by the need for total re- 
habilitation, i.e., psychologic guidance in 


addition to the earlier aims. The “hard 
core” in tuberculosis is drawn from those 
at disadvantage physically, psychological- 
ly, and emotionally. Some of them are 
alcoholics, others narcotic addicts, and 
most of them are maladjusted or even 
overtly psychotic. Total rehabilitation is a 
much more demanding exercise than: that 
of merely treating the pulmonary lesions, 
and yet it is tremendously needed to-day. 
It is quite possible that in the poorly 
understood field of physical-emotional re- 
lationships, social research will enable us 
to learn how these difficult cases may be 
more easily rehabilitated. 

Certainly the patient has a _ responsi- 
bility; we cannot force him to accept 
therapy in defiance of his will, but we 
can induce many of the recalcitrants to 
undergo therapy if we learn the proper 
individual approach. The patient needs 
our support if he is to provide the proper 
co-operation. Frankly and repeatedly tell- 
ing the patient what lies ahead of him in. 
his fight for recovery is of inestimable 
value in stimulating him to assume his 
share of responsibility. 


Summary 


Tuberculosis is a community problem to 
be solved only by the combined efforts of 
the physician, the public health worker, 
the lay public, and the patient, himself. 


Health of the City 


The winter is past; and surely, in point of weather, it has been one of the most 


delightful ever experienced in this place. 


It has been for the most part, cool, fair, 


and dry, without any of those disagreeable extremes to which we are so often exposed 
at this season. From dismal fogs, excessive rains, and their necessary attendant muddy 
streets, we have been comparatively quite exempt. The beau monde has been unusually 
gay, notwithstanding the old complaint of “hard times” and the absence of the cus- 
tomary number of visitors to the city at this season; and but for the extraordinary 
reduction in value of the great staple of the country, and the consequent depression of 
every branch of business, the winter would be memorable as one of the most charming 


ever experienced in New Orleans. 


New Orleans M. J. 1:505, (March) 1845. 
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The Causes of Trouble in the 
Management of Fractures* 


@ The author condenses into a short article the difficulties sometimes 
encountered by an orthopedic surgeon that may be due not only to 
poor judgment or carelessness in management, but to emotional re- 


action on the part of the patient. 


HE causes of trouble in the manage- 

ment of fractures are divided into 
those (1) due to injury, (2) associated 
with diagnosis, (3) with treatment, early 
and late, and (4) medicolegal. 


Due To Injury 


Among the causes of trouble from in- 
jury are: complicating damage to skin, 
nerve, vessels, muscle, tendon and liga- 
ment; dislocations and subluxations; com- 
pound fracture; wound infection; and 
emotional disturbances triggered by the 
injury with regression to immature be- 
havior. The surgeon must contend with 
these problems by the best method to suit 
the individual case. 

Associated With Diagnosis 

Causes associated with diagnosis are 
failure to x-ray the injured part. In spite 
of x-ray equipment usually close at hand, 
compression fracture of a vertebral body 
is occasionally not recognized because x- 
ray examination was omitted. Conversely, 
too many x-ray exposures to epiphyseal 
regions in a child can inflict more damage 
to the extremity than failure to detect 
a fracture. An x-ray of the forearm which 
does not include the elbow may cause over- 
looking a dislocated radial head associ- 
ated with fracture through the ulnar 
shaft. Insufficient views of the part also 
result in not visualizing pathology. For 
example, a notch view of the knee may 
show medial condylar defect or intercon- 
dylar bone fragment which is not appar- 

* Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 


in Shreveport, La., May 7, 1958. 
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ent in anteroposterior, lateral, or axial 
views. In my opinion, the notch view must 
be routine. Although anteroposterior view 
of the ankle is negative, when the same 
ankle is held in a position of inversion 
while x-ray exposure is made, subluxation 
may be apparent due to lateral ligament 
tear. When symptoms persist, the part 
should be re-rayed since a fracture line 
is more easily seen two or three weeks 
after injury. 


Early Treatment 

There are many causes of trouble asso- 
ciated with early treatment. Failure to 
evaluate the patient with head injury may 
lead to loss of life while attempting to 
save a limb. Prompt relief of vascular 
occlusion caused by displaced supracondy- 
lar fracture will reduce swelling and les- 
sen the chances for complications of this 
injury. Likewise, relief of pressure upon 
nerves is essential, such as epiphyseal 
fracture of the medial humeral epicondyle 
when displaced against the ulnar nerve. 
Too much attention to anatomical reduc- 
tion of femoral shaft fracture in a child 
may give disastrous results of perineal 
injury and necrosis to dorsum of foot 
from forceful traction. Conversely, too 
little attention to anatomical x-ray reduc- 
tion of a rotated lateral humeral condylar 
epiphysis causes retardation of growth of 
the lateral humerus with gradual cubitus 
valgus deformity. Local infiltration for 
fracture manipulation is not without haz- 
ard; fingers have become gangrenous af- 
ter local infiltration at the base and rarely 
an entire hand is lost following infiltra- 
tion into the hematoma for reducing Colles’ 
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fracture. Needless sacrifice of skin and 
vone during debridement of a compound 
fracture creates problems of magnitude 
for the surgeon who must carry out later 
reconstruction. Distraction of fragments 
delays union and one must be ever vigilant 
to avoid such separation during prolonged 
traction or at time of open reduction and 
internal fixation. Fractures where im- 
pacting forces prevail rarely require open 
reduction, and conversely, fractures where 
shearing forces prevail usually do need 
open reduction. This point is well illus- 
trated by abduction fracture of the fe- 
moral neck, which usually heals without 
treatment, as contrasted with the adduc- 
tion fracture (shearing force) which re- 
quires operation and internal fixation. 
Poor reduction of fractures involving 
weight bearing articular surfaces may 
necessitate later arthrodesis. Insuffi- 
cient skeletal immobilization not only pre- 
disposes to displacement of the fracture 
within the cast, but may also delay union 
by permitting motion within the cast. 
Needless immobilization of uninvolved 
joints can lead to more disability than 
had the fracture not been reduced. It is 
interesting to examine an _ unreduced 
Colles’ fracture many years after injury 
which was never attended by a physician 
and to observe that in spite of deformity, 
the patient preserved finger and thumb 
motions; in contrast is the perfectly re- 
duced Colles’ fracture with a permanently 
stiffened hand because no attention was 
given to active motion of the uninvolved 
digital joints. One who has witnessed this 
calamity is deeply impressed with the im- 
portance of exercising all uninvolved 
joints. Too short time of immobilization 
in shaft fractures of weight bearing bones, 
especially in children, results in gradual 
angulation at the fracture site which oc- 
curs insidiously. 


Late Treatment 
Causes of trouble in the later stages of 
treatment are failure to re-ray when pain 
or stiffness persists after cast removal. 
Sudek’s atrophy distal to the fracture site 
is more commonly responsible for pro- 


longed disability than we appreciate. Also, 
aseptic necrosis of the semilunar bone fol- 
lowing wrist injury is occasionally de- 
tected by x-ray as the cause for prolonged 
disability. Passive stretching of stiffened 
joints must be avoided because it invari- 
ably leads to increased stiffening. Frac- 
tures cannot be treated from x-ray find- 
ings alone; recently I reviewed an x-ray 
of the middle femoral shaft with an in- 
tramedullary nail in place. Both antero- 
posterior and lateral views of the old 
fracture site were consistent with bony 
union; however, clinically, a ball and 
socket nonunion existed and the entire 
distal fragment could be rotated 180° upon 
the nail. 


Medicolegal 

This discussion would not be complete 
unless some mention were made of the 
events which may bring about legal troub- 
le for doctors who treat fractures. One 
of these is failure to inspect the cast when 
the patient complains of discomfort. The 
physician who has discovered a pressure 
sore or a constricting cast only once will 
gladly inspect many casts with negative 
findings. X-ray immediately after reduc- 
tion and then again between one and two 
weeks later is important for early detec- 
tion of displacement of fracture or dislo- 
cation which occurs within the cast. Medi- 
cal information released without the pa- 
tient’s written consent may cause dispute 
between doctor and patient at a later 
date because of misunderstanding about 
verbal permission. Incomplete office rec- 
ords and not retaining copies of released 
medical reports are invitations to trouble. 
Failure to itemize bills, and waiting until 
the end of extensive medical treatment to 
present the bill for services rendered may 
stir up hostility in both doctor and pa- 
tient. Lastly, condemning another physi- 
cian’s work without detailed knowledge 
of all the facts initiates a lengthy, un- 
desirable dispute between physicians. 
When in doubt as to what to do or say, the 
application of the Golden Rule is always 
proper. 


OLS 
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Elective Induction of Labor; 


A Comparison With Spontaneous Labor 


@ The author compares the results obtained in 300 cases of induced 
labor with those in 300 cases of spontaneous labor. 


: I i the past ten to fifteen years induction 

of labor has become increasingly com- 
mon, especially elective induction of labor 
in private patients at or near term. Dur- 
ing 1957, at Southern Baptist Hospital 
there were over 4,000 deliveries and 20 
per cent of these patients had labor in- 
duced. In 1953, the percentage of induc- 
tions was 16 per cent. 

Because of the increasing incidence of 
elective inductions it was felt that an 
evaluation of the safety of this proced- 
ure as compared with spontaneous labor 
would be of value. 


Advantages and Indications 

Elective induction of labor in normal 
uncomplicated cases, at or near term has 
been a subject of much controversy. Many 
obstetricians believe that the only indi- 
cations for induction are strictly medical 
or obstetrical; while other equally promi- 
nent doctors believe that in properly se- 
lected patients, elective induction consti- 
tutes a notable advance in modern ob- 
stetrics. Mathiu says, “The woman at 
term who is suffering distress and dis- 
comfort due to pressure pains, insomnia, 
and nervous anxiety should not be per- 
mitted to reach the stage of exhaustion 
merely because one wishes to let nature 
take its course”’. 

Other advantages of elective induction 
are: 

1. Removal of the dangers and hazards 
of precipitous labor, unattended and out- 
side the hospital brought about by the 
increasing trend to suburban living with 
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the concurrent increase in time required 
to reach the hospital. 

2. Removal of the danger of possibly 
having to receive an anesthetic shortly 
after eating and thereby minimizing the 
danger of aspiration of gastric contents. 

3. Patients can be properly prepared 
and delivered under the best conditions: 

(a) multiparae can arrange to have 

their children cared for by relatives 
or friends and can arrive at the 
hospital in a relaxed and unhurried 
condition. 

The obstetrician is able to give his 
undivided attention with a planned 
schedule and, when his skill is most 
needed, he is not mentally and/or 
physically tired. 

The baby arrives during the day- 
time hours when the hospital is 
fully staffed; so that any special 
tests or treatments (Blood for 
mother; Rh, Coombs’, exchange 
transfusions, etc.) that may be 
needed can be done promptly and 
skillfully. 

The conditions that must be present 
for elective induction to be done with 
safety are: 

1. Pregnancy must be at or near term. 

2. There must be no cephalopelvic dis- 
proportion. 

3. The presentation should be vertex. 

4. The head should be engaged; pre- 
ferably with the presenting part at a 
station minus 1 or lower in the pelvis. 

5. The cervix must be ripe; that is 
partially effaced, soft, and at least two 
centimeters dilated. 

The “ripeness” of the cervix cannot be 
adequately evaluated by rectal examina- 
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tien. Therefore, during the last month 
0 pregnancy in a patient in whom elec- 
ti.e induction of labor is contemplated, 
the condition of the cervix is evaluated 
in the office by vaginal examination, using 
cl-an gloves but without a sterile prepara- 
tion of the vagina. No adverse effects 
from this procedure have been observed. 

The length of pregnancy must be 
checked carefully to guard against pos- 
sibly inducing premature labor. Not only 
the EDG is calculated from the last men- 
strual period, but also the number of 
weeks past the occurrence of active fetal 
movement is computed. In general, we 
do not induct primiparae sooner than 
eighteen weeks after active fetal move- 
ment is felt and multiparae, not before 
twenty weeks have elapsed since quicken- 
ing occurred. 


Method of Induction 

Our method in inducing labor is to have 
the patient enter the hospital early in 
the morning without having eaten break- 
fast. The patient is given the usual ob- 
stetrical preparation and enema. After 
this, a dilute solution of pitocin (10 
minims pitocin per 1000 cc. 5% glucose 
water) is started intravenously at a rate 
of 20 to 30 drops per minute and ad- 
justed throughout labor depending on the 
patient’s response. We find this dilution 
of pitocin as effective as the more con- 
centrated solutions, and have encount- 
ered no tetanic uterine contractions such 
as sometimes occur with stronger so- 
lutions. 

After uterine contractions are well es- 
tablished the vagina is prepared and under 
sterile conditions, the membranes are 
ruptured and the amniotic fluid allowed 
to drain off. The pitocin infusion is con- 
tinned throughout labor, being slowed 
after the baby is delivered and being 
speeded after the placenta delivers, and 
is allowed to run until the entire 1000 
cc. has been received, usually lasting sev- 
eral hours after delivery. 


Lag Phase 


lor the purpose of this study, the be- 
ginning of the lag phase was taken as 
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the time the pitocin drip was started, and 
the end of the lag phase as the first ex- 
amination of the patient that showed in- 
creased cervical dilatation or effacement. 
This made the lag phase somewhat longer 
than it actually was, because on most oc- 
casions the patient was not examined at 
the precise time that cervical dilatation 
was beginning. 

In this review 300 consecutive elective 
inductions are compared with 300 spon- 
taneous labors occurring during the same 
time interval. Our incidence of induction 
during this period was 48 per cent. In 
the early part of the review, there were 
61 inductions by small doses of pitocin 
given intramuscularly at twenty-minute 
intervals. These have been incluted with 
the intravenous inductions as the results 
were identical. 

First, let us consider the length of the 
lag phase by parity of the patient. For 
primiparae the average lag phase was 
fifty-three minutes; for para 1 forty- 
six minutes; for para 2, thirty-six min- 
utes; for para 3, forty-seven minutes; 
for para 4, thirty-six minutes; and for 
para 5 plus, ninety-seven minutes. Thus, 
we see that the parity of the patient does 
not influence the lag phase. 

However, the dilatation of the cervix 
at the beginning of induction had a defi- 
nite influence. When the dilatation was 
1 cm., the lag phase was eighty minutes; 
at 2 cm. dilatation, the lag phase lasted 
fifty-eight minutes; at 3 cm., forty-four 
minutes; at 4 cm., thirty minutes; and 
at 5 cm. was twenty-eight minutes. The 
more the dilatation at the start of induc- 
tion, the shorter the length of the lag 
phase. 

Duration of Labor 


The duration of labor was shorter in 
the induced group than in the spontaneous 
group. The average length of labor in 
all inductions was 3.4 hours as compared 
to 7.5 hours in the spontaneous group. 
For para 0, labor averaged 4.7 hours in 
the induced and 9.7 hours in the spon- 
taneous labors. For para 1, 2.9 hours 
versus 6.0 hours; for para 2, 3.0 hours 
versus 6.9; for para 3, 3.4 hours versus 
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6.0 hours; for para 4, 2.8 hours versus 6.8 
hours; and for para 5 or more, 2.8 hours as 
compared to 3.0 hours in the spontaneous 
labors. 

Thus, we have seen that the more fav- 
orable the cervix the shorter the lag per- 
iod, and in all patients the duration of 
induced labor was shorter than in spon- 
taneous labor. This shortening of labor 
is not unexpected when one considers that 
the induced group was a highly selected 
group; many of the uninduced went into 
labor with an unripe cervix and would be 
expected to have a longer labor. 


Results 

In the induced group, there were 9 
labors classified as fair mechanisms and 
3 as poor; while in the spontaneous group 
many patients had poor labors, which re- 
quired stimulation by pitocin to complete 
the delivery. 

There were no premature babies in the 
induced group (only two weighed less 
than 6 pounds; both weighed 5 pounds 
13 ounces), showing that with care the 


induction of premature labor can _ be 
avoided. 


Others writing on induction have found 
an increased incidence of postpartum 
bleeding. This was not evident in this 
series. In the induced group, there were 
4 patients who had postpartum bleeding 
(including 2 hematomas) and 16 patients 
had moderate bleeding in the third stage 
of labor; there were 2 postpartum bleed- 
ers, 17 moderate and 1 heavy bleeding 
during the third stage in the spontaneous 
group. The fact that we did not encounter 
more postpartum bleeding may be ex- 
plained by our practice of continuing the 
pitocin infusion after delivery. 

In passing, the following presentations 
and positions were noted in the entire 
group, being similar in both induced and 
spontaneous labor: LOA 48 per cent; 
ROP 20 per cent; ROA 18 per cent; LOP 
10 per cent; LOT 2 per cent; ROT 2 per 
cent. There were 4 sets of twins. 

There were 3 breech presentations (2 
were second twins) in the induced and 
9 in the spontaneous group. 

Of the positions other than OA, 88 per 
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cent spontaneously rotated to OA ani 
the remainder were rotated by manual o: 
forceps rotation. The occurrence of un- 
favorable positions and failure of internal 
rotation were identical in both the spon- 
taneous and induced labors. 

The complications of labor and the 
puerperium were essentially the same in 
both induced and spontaneous labor. The 
incidence of forceps delivery was 27 per 
cent in the induced and 26 per cent in 
the spontaneous labors, most of these 
being elective low forceps deliveries. There 
were 3 abruptios (2 fetal deaths) in the 
spontaneous, while none occurred in the 
induced group. However, 2 induced pa- 
tients were delivered by Cesarean section 
because of occult prolapse of the cord 
which might not have occurred had labor 
started spontaneously. 

The number of lacerations, perineal 
infections, morbidity and other postpart- 
um mishaps were quite similar in the 
two groups. 

The babies of the induced group fared 
very well; there were no perinatal deaths. 
In the spontaneous group, there were 4 
(2 due to abruptio and 2 to prematurity) 
plus one stillbirth. There were 2 cephal- 
hematomas in the induced labors and 1 
fractured clavicle in the spontaneous 
group. These were the only fetal compli- 
cations that could be attributed either to 
the labor or delivery. 


Conclusions 

Thus, we see that induced labor is as 
safe as spontaneous labor for both the 
mother and child; the length of labor is 
shortened in induced labor and the mother 
thereby saved some pain and physical 
exertion during labor and also spared the 
discomfort of the final several weeks of 
pregnancy. The delivery can be accomp- 
lished under ideal conditions for both 
the patient and physician. 

It would appear that the only point 
against elective induction of labor in 
properly selected patients is a legal and 
moral issue. While there have been no 
court decisions on this matter, it is held by 
the legal division of the American Medi- 
cal Association that “if anything goes 
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rong as a result of the procedure the 
; hysician may be held fully liable”. 

If the doctor carefully selects patients 
for induction of labor according to the 
uceepted standards, it would appear from 
this and other reviews that complications 
will occur only rarely and with no more 
frequency than in spontaneous labor. 
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Discussion 


Dr. Edwin E. Dilworth (Shreveport): Dr. 
Scheppegrell is to be congratulated on his choice 
of subject and his presentation. As a matter of 
fact the publication of this excellent paper in 
our state medical journal should have some 
weight in clearing the one point left unsettled— 
the legal one. Until this point is cleared the 
doctor doing elective induction must be fully 
qualified to treat personally any complication 
that might arise in connection with the labor 
and delivery of these selected patients. 

Elective induction of labor is an obstetrical 
procedure that has been trying to find its place 


for several years. In a way it reminds me of 
the controversy when Simpson first suggested 
anesthesia for delivery and the more recent 
one of episiotomy and prophylactic low forceps 
delivery. It appears to me that any technique 
which has been so well accepted by patients and 
doctors alike is here to stay. Especially is this 
true when controlled reports such as we have had 
today prove its safety when properly used. 

Assuming then that the value of elective in- 
duction of labor is established we should con- 
tinue to emphasize the potential hazards. Be- 
cause of the time limitation I will mention only 
the two possible complications that have not 
had the respect they deserve. The first is some 
degree of anoxia of the fetus that may result 
from Pitocin interference with complete relax- 
ation of the uterus between contractions. This 
condition is quite variable in its severity and 
the full effects might not be recognized for 
years. It is my feeling that if induction will 
go well without the Pitocin it is better left off, 
or after labor is well established discontinue 
the infusion. This complication of fetal anoxia 
is often not mentioned on the delivery record 
or the baby’s chart because of its apparent 
mildness. It is therefore difficult for any study 
to report the true incidence. The second pos- . 
sible hazard is likewise related to Pitocin and 
has been only recently appreciated. That is 
the development of a fibrinogen defect with 
resulting post partum hemorrhage. The mechan- 
ism of this is amniotic fluid embolism due to 
the more forceful uterine contractions. 


Historical Notes 


Congestive Fever, with primary prostration of vital and cerebral energy: fatal 


termination on the fifth day. 


Modus Medendi. Gave him a full portion of calomel quinine, and oil of black pepper 


every three hours* * 


* besides sinapisms freely applied to the epigastrum and to the 


extremities: warm toddy with small quantity of capsicum and camphor administered 
occasionally; anodyne and stimulating enemata of gruel medicated with brandy, lauda- 
num and camphor; subsequently a large blister was applied to the epigastrium. 


Towards evening of the 13th of July, finding that all my efforts to rouse the 
circulation by internal and external stimulants had failed, I opened a vein in hopes of 
relieving the circulation. After about five ounces of black blood had been withdrawn, 
the pulse appeared to fail and the arm was tied up. 


The author concludes: The well known and acknowledged fatality attending the 
ultracalomel and irritating course of treatment, may well tempt the inquiring mind to 


seek a more successful mode of cure. 


New Orleans M. J. 1:259 (January) 1845. 
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Office Audiology* 


®@ This is a thorough resumé of tests for detecting and differentiating 
impairment of hearing with evaluation of the patient’s needs. 


OR years the evaluation of hearing was 

not reliable and hearing tests were 
not standardized. With the advent of the 
vacuum tube and then the audiometer 
calibrated in sensations of loudness—the 
decibel—graphic reliable reports could be 
made. 

At first, we tested only for the presence 
of hearing. Then the differentiation be- 
tween conductive and nerve deafness was 
necessary. We measured only the hearing 
loss rather than the actual hearing that 
was present. Today, the general public is 
very cogniscent of this negligent sense- 
hearing and the scope of our field has 
enlarged tremendously. “The development 
of hearing tests has followed the clinical 
needs on the part of the otologist for 
more information which would contribute 
to a complete diagnosis, and therefore 
make the therapy more intelligent.” (Mc- 
Laurin) The scope of the otoloryngologist 
now includes a very large field: tests 
of acuity and differentiation of conductive 
and nerve impairments, development of 
awareness of test behavior of patients 
with non-organic losses, diagnosis of end- 
organ impairments, evaluation of the pa- 
tient’s needs and suitability for amplifi- 
cation, and testing of the very young 
child. 

Today, it is necessary to know the site 
of the hearing defect, whether it be in 
the conductive system, the end-organ or 
at a higher central level. 


Tests of Acuity and Differentiation of 
Conductive and Nerve Impairments 
There are many nonelectronic hearing 
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tests that are available. The watch tick 
test which was used for years is inac- 
curate but may be used for screening. 
The whispered voice test has many vari- 
ations, the examiner’s voice and the back- 
ground noise. These tests are inaccurate 
and are difficult to record. In the Weber 
test, a 512 tuning fork is held against the 
vertex of the skull. In a unilateral conduc- 
tive loss, the sound is heard in the poorer 
hearing ear. In a unilateral perceptive loss, 
the sound is heard in the better hearing 
ear. This test is very limited. The Rinne 
test is a comparison of air conduction and 
bone conduction. The length of time a 
patient hears a tuning fork by air is 
compared with the time heard by bone. 
The response is called a positive Rinne; 
whereas in a normal ear the fork is heard 
longer by air, than by bone. A positive 
Rinne may be present in an ear with per- 
ceptive loss though the length of time 
the fork is heard is less. In a negative or 
equal Rinne, bone conduction is longer or 
equal to air conduction. In the Schwabach 
test the bone conduction of the patient 
is compared with a normal or that of the 
examiner’s. With this test one can esti- 
mate the function of the cochlear. 

A standard audiometer is used to de- 
termine pure tones. Pure tone testing 
methods have been standardized, and in- 
expensive instruments to perform these 
tests are available. With the pure tone 
audiometer, one measures a_patient’s 
hearing loss and not the hearing that is 
present. The ascending method is used for 
the threshold. If the difference between 
the two ears in air conduction is greater 
than 30 decibels, masking is used on the 
better ear. One has to be very careful 
that a “shadow curve” is not present. 


132 THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 





OFFICE AUDIOLOGY 


yne conduction audiometry is performed 

ith the bone conductor placed against 

e mastoid antrum. Masking is neces- 

ry for the skull easily transmits sound 

om one ear to the other. 

Only in the last number of years have 
speech tests been standardized and mea- 
sured, although more complex equipment 
is necessary. Whereas pure tone audio- 
metry measures the function of the end- 
organ, speech audiometry measures the 
total problem of receiving and compre- 
hending complex words. In every day 
life we are not interested in tones, but 
in words. 

The speech test material has been vigi- 
lantly and carefully worked out. The words 
are usually given by live voice at different 
degrees of amplification. The audiologist 
uses a meter so that words are fairly con- 
stantly given. The patient receives these 
words through either a head set or through 
amplification, in which a loud speaker is 
used and then it is known as a “free field”’. 
The test for the speech reception threshold 


is at that intensity where 50 per cent of 
the words are correctly understood, re- 
ported in intensity of the sound-the deci- 


‘ 


bel. The words are called “spondees” 
which means that the two syllables of 
each word are equally stressed. This test 
can be delivered with records or by tape 
but live voice is best. The pure tone fre- 
quencies of 500, 1000, and 2000 usually 
correspond very closely with the speech 
reception threshold. 

The speech discrimination test uses one 
syllable words that are phonetically bal- 
anced or a P B word list on which words 
are difficult to understand. The purpose 
of this test is to determine the patient’s 
ability to make fine discrimination. These 
words are delivered at least 25 decibels 
above the speech reception threshold and 
the score rated on the basis of the number 
of words repeated correctly. This test is 
expressed in percentages. Generally, but 
not always, the patient with a nerve loss 
by pure tone audiometric tests has poor 
diserimination ability. 
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Development of Awareness of Test 
Behavior of Patients With 
Nonorganic Losses 

Repeated threshold tests for malinger- 
ing are not always reliable for some sub- 
jects can repeat simulated thresholds with 
remarkable accuracy. However, this test 
is still important, for inconsistent thresh- 
old determinations on repeated tests are 
sometimes significant. One should be able 
to obtain a “shadow curve” in the good 
ear, when masking is not used, in testing 
the supposedly deafened ear with pure 
tone audiometry. 

Ballenger states that the Stenger test: 

“is used for the detection of a simulated total 
unilateral deafness. It is based on the fact that 
a preponderance of sound of a certain pitch in 
one ear eliminates the perception for sound of 
the same pitch in the opposite ear. The test is 
made as follows: The patient is blindfolded. 
Two forks of the same pitch and intensity are 
selected. The hearing distance of the good ear 
for one of the forks is carefully determined. 
The fork is then struck and held one inch from 
the bad ear. The patient in all probability will . 
deny hearing it. If he does so the second fork 
is struck and slowly brought toward the good 
ear. With equal hearing in both ears and with 
both forks vibrating with the same intensity the 
patient will not hear the fork in the good ear 
until it is in the same relative position (one inch) 
as the fork held before the allegedly bad ear. 
If the patient is really deaf in one ear the fork 
should be heard at a greater distance in the good 
ear.” 

This test can be performed with an audio- 
meter. 

The Lombard test is based on the prin- 
ciple that a normal individual will increase 
the loudness of his voice in the presence 
of loud masking sounds. As the suspected 
malingerer reads aloud, masking is applied 
to the good ear. If the patient’s voice is 
unchanged in loudness, then we suspect 
that the simulated deafened ear is moni- 
toring his speech. 


Diagnosis of End-Organ Impairments 
Methods of determining end-organ im- 
pairment have already been given. 
Recruitment, which occurs in perceptive 
deafness, is probably in the organ of Cor- 
ti. Fowler’s phenomenon of recruitment 
means that in a deafened ear, the sound 
stimuli is heard as well at high intensities 
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of sound as in the good ear. An example 
of this is in the nerve deafened person, 
who cannot hear you at normal intensities 
of sound, but says you are shouting when 
you raise your voice. Recruitment is a 
means of differentiating lesions of the 
organ of Corti from conductive deafness, 
and lesions of the acoustic nerve. In 
practice, if a patient has perceptive loss in 
only one ear, the alternate binaural loud- 
ness balance test for recruitment can easi- 
ly be performed. But in patients with 
bilateral perceptive deafness the same 
testing cannot be done. Reger described 
the clinical application of the monaural 
loudness balance test in which only one 


frequency in the ear to be tested must be 
normal. 


Hedgecock states that: 

“tests for speech discrimination at levels 
above threshold also are useful in determining 
the presence of recruitment.” * * * “it may be 
noted that persons with normal hearing as well 
as those with conductive and mixed deafness 
understand a relatively high percentage of the 
speech presented at a comfortable loudness. It 
is evident also that as intensity is increased 
above the comfortable level for this group of 
listeners the ability to distinguish words is main- 
tained and even tends to increase with added 
loudness. In contrast to this, the discrimination 
curve for persons with end-organ deafness 
show poor understanding of words even at the 
optimal intensity, and as intensity is increased 
beyond this level the ability to distinguish words 
decreases further. While this situation may ob- 
tain for any type of deafness that is extremely 
severe, it is felt that its occurrence in cases of 
moderate and moderately severe deafness is an 
indication of recruitment.” 


Evaluation of the Patient’s Needs and 
Suitability for Amplification 

Guilford and Haug state: 

“the ideal candidate for hearing aid has an 
average loss of hearing of 30 db. or more in the 
better ear; absence of recruitment and tolerance 
problems for amplification; non-infected exter- 
nal auditory canal, middle ear, or mastoid pro- 
cess, and satisfactory discrimination ability, and 
he is psychologically prepared to adjust to the 
associated early noise discomfort, as well as to 
the supposed ‘stigma’ of wearing an auditory 
prosthetic device.” 

A very good candidate for a hearing 
aid is a patient with a conductive loss 
which shows a flat audiogram, for this 
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patient only needs to have the sound leve’ 
raised. His test for discrimination ability 
is very good. On the other hand, patients 
with nerve loss or poor discrimination 
ability have poorer or no results at all 
with a hearing aid. Many of these patients 
have additional problems that interfere 
with the use of a hearing aid such as 
tolerance for loud sounds and recruitment. 


Testing of the Very Young Child 

Myklebust says that there are three 
steps entailed in making a differentia! 
diagnosis of auditory disorders in child- 
ren. Step one is the differential history, 
step two is the clinical observation and 
evaluation of behavioral symptomology 
and step three is the examination. He says: 

“most of the children having auditory dis- 
orders in early life are nonverbal children. The 
application of any tests to this group is difficult 
because of their age, because they lack ability 
to communicate verbally, and because they usu- 
ally cannot comprehend language auditorially.” 

The general differential diagnosis of 
these very young children is: (1) peri- 
pheral deafness, (2) aphasia, (3) psychic 
deafness, and (4) mental deficiency. Noise 
maker tests are used in a free field. These 
noise toys are calibrated as to frequency 
so that adequate range is included. The 
intensity is also determined at different 
distances from the patient. For example, 
as the child is engaged in some game a 
noise maker is sounded in the background. 
A “cessation of activity” is considered 
evidence of hearing. Of course many mod- 
ifications of this type of testing are used 
and sometimes necessary. 


By use of a rewarding system, some- 
times a pure tone audiometer may be 
used. If the child believes he is playing 
a game, he will be rewarded on hearing 
a pure tone by ringing a bell, placing a 
block on top of another, etc. 

With the speech reception threshold 
simple spondee words are given, as “cow- 
boy”, “hot dog”, “airplane.” On a table 
in front of the child are toys that corre- 
spond to these words. On hearing “air- 
plane” the child points or picks up the 
appropriate toy. 
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Discussion 


Dr. Thomas P. Raggio (Baton Rouge) Very 
little needs to be added to Dr. Montgomery’s 
very excellent and timely presentation. Office 
audiology has perhaps been neglected or under- 
taken half heartedly by many of us in the past, 
but its present day ever increasing need makes 
it imperative that we avail ourselves of all the 
knowledge and facilities possible to better evalu- 
ate and rehabilitate the hearing problem patient. 

Mention has been made of the evaluation of 
the pre-school child. Since most bilateral hear- 
ing impairments are detected at a very early 
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age, treatment can and should be begun at once. 
Parents should speak dire¢ttly to the child to en- 
able development of lip reading ability and the 
idea of forming words with the lips, mouth, and 
tongue. If hearing is extremely poor, the child 
may be fitted with a hearing aid at a very early 
age. When the child reaches the age that more 
complete audiometry may be done, he will have 
had the opportunity to develop speech cadence 
and some degree of normal speech. He may then 
be directed along whatever channels of therapy 
are indicated, whether it be a hearing aid alone 
or formal speech therapy and auditory training. 
The important point is that treatment be begun 
as soon as hearing loss is suspected. 


The general public through its own medical 
publications, such as Reader’s Digest, Ladies 
Home Journal, et cetera, has become more cog- 
nizant of hearing problems and the things that 
can be done and is beating a path to the doors 
of otologists for cures. Those being most neg- 
lected are perhaps the aged and younger per- 
sons with inflammatory, traumatic, or industrial 
perceptive hearing losses. Pure tone audiometry 
alone is not sufficient for evaluation. Many a 
person with a perceptive hearing loss below 30 
decibels has been told that he could not use a 
hearing aid and is left to grope his way in a 
silent world. Many of these people may be re-. 
habilitated. Speech autiometry should be done 
and if discrimination is above 50 per cent there 
is some hope, regardless of the threshold level. 
A comfortable loudness level should be done and 
if the curve is flat, the patient may be encour- 
aged that a hearing aid will help. It must be 
remembered that a hearing aid is only an aid 
and there must be some basic hearing ability to 
function. A comfortable loudness curve which 
drops off for the higher frequencies would 
make one suspect that that individual would ex- 
perience recruitment with a hearing aid and 
therefore be unsatisfactory. In this event, the 
person should have speech therapy and auditory 
training. A hearing aid ear piece may be worn 
as a dummy which would indicate to others that 
this individual is hard of hearing and just allow- 
ances could be made. The door of hope for some 
rehabilitation should never be closed. 

Inasmuch as very few audiologists maintain a 
supply of hearing aids for testing purposes, pa- 
tients must necessarily be sent to manufacturer’s 
representatives or dealers. Many a hopeful hear- 
ing aid recipient has become disillusioned about 
the value of his aid and discarded it. Perhaps 
most of these could have been happily rehabili- 
tated had proper fitting and instruction been 
given at the onset. A hearing aid should not be 
put on and worn like a new suit, but only a few 
minutes at a time at first, then gradually in- 
crease the time until comfortably worn all day. 
Maintenance of the mechanical features presents 
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another problem to the new user. Both problems 
become non-existent if a competent and reliable 
dealer is recommended, or if the patient returns 
to his physician for instruction. 

Deafness as the result of industrial noise is 
increasing in this industrial and jet age. Audi- 
ologists should be primarily concerned with the 
prevention of this type of hearing loss. Acoustic 
trauma results from exposure to loud noises in 
the range of 80 to 100 decibels. Prolonged ex- 
posure to this intensity results in permanent 
cochlear damage in susceptible individuals. Once 
this occurs the treatment is the same as for any 
perceptive hearing loss. Audiologists who are 
associated with industry would do well to insist 
on pre-placement audiometry for all employees. 
Those occupied in an environmental noise level 
above 50 to 60 decibels should have audiometry 


every six months. This should include not onl 
pure tone threshold, but also speech threshol 
and discrimination. Frequencies in the rang: 
of 1000 cycles per second and above are the leas 
well tolerated at greater intensities over a lon, 
period of time and the deterioration of percep 
tion for the higher frequencies which had no 
been present previously would indicate the be 
ginning of noise damage. Such a person shouk 
be removed to a less noisy environment. The 
time required for damage to the auditory ap- 
paratus to occur varies with each individual, but 
is a product of intensity, its spectrum, its time 
pattern, and the duration of an individual’s ex- 
posure. Careful watching and evaluation by the 
audiologist to prevent serious and permanent 
damage is certainly more gratifying than any 
type of treatment. 


The Louisiana Medical College 


This institution was chartered by the Legislature in 1835. Six physicians, whose 
names were given, were incorporated into a body politic, with authority to adopt a 
systematic course of medical instruction, to confer honorary degrees, and to fill all 
vacancies that might occur in their ranks. The Governor of the State, together with 
several other high official functionaries, and a few influential citizens, were constituted 
a Board of Trustees, but were only authorized to extend their patronizing influence over 
the infant Institution. The Medical Faculty of the College are now a self-constituted 
body, and have a right to manage it in any manner they may think proper. 

The Faculty laboured under great disadvantages from its commencement, for 
want of a suitable house in which to deliver lectures; but this defect is now remedied, 
and they have a beautiful edifice, erected during the past year, possessing every 
convenience necessary to this object. It is situated on a portion of the Capitol Square 
fronting on Common Street—the facade being adorned with two very rich Corinthian 
columns. It contains on the ground floor a large and well arranged Lecture Room, 
capable of holding at least 200 students; to which is conveniently attached the Chemical 
Laboratory—also two smaller rooms, appropriated to the purposes of a Library and 
Reading Room. On the second floor is a large room which contains the Museum, besides 
two smaller rooms and the Amphitheatre. On the third floor is the Dissecting Room. 

The Medical Class the past season consisted of 65 Matriculants. The graduates 
in Medicine for the Session of 1843-1844 were 12. 


New Orleans M. J. 1:71 (May to July) 1844. 
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Some Recent Advancements in the 


Surgery of Retinal Detachment* 


@ The authors conclude that in spite of advancements in diagnostic 
evaluation and surgical technique there is no room for complacency 
in any present day method of surgical therapy. 


A DEFINITE improvement in the re- 
sults of the surgical treatment of reti- 
nal detachments has been achieved in the 
past several years. Some success can now 
be obtained in certain unfavorable cases, 
which most of us, until recently, would 
have considered hopeless or inoperable. 


The development of better methods of 
examination and of better surgical pro- 
cedures accounts for the improvement in 
results. The success of any detachment 
operation largely depends upon the ac- 
curate localization of all of the retinal 
breaks. By use of indirect ophthalmo- 
scopy combined with scleral indentation 
we are able to localize more of the breaks, 
particularly those of the far periphery of 
the fundus.' The brilliant illuminating 
system of the binocular indirect ophthal- 
moscope is a great aid in the examination 
of eyes with cloudy media. In addition, 
slit lamp examination of the deep vitre- 
ous and of the retina helps us evaluate 
our cases more accurately. 


Criteria for Success of Surgery 

Although these improved methods of 
examination are very important, the pur- 
pose of this paper is to discuss the ad- 
vancements of the surgical treatment of 
retinal detachment. But before discuss- 
ing particular surgical methods the four 
criteria for success of retinal detachment 
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surgery, because of their importance will 
be reviewed. These criteria are: 

1. All of the retinal breaks must be 
isolated from the normal retina. 

2. An adequate reaction must be ob- 
tained between the choroid and the retina. 

3. The subretinal fluid must be drained. 

4. Any opposing force, such as pull 
from the vitreous, must be counteracted. 

The extreme importance of the fourth . 
criterion cannot be overemphasized. We 
must be aware of the signs of traction on 
the retina, and when these signs are pres- 
ent the surgical treatment must be such 
that this pull can be counteracted. Most 
of the newer surgical procedures have 
been designed tO overcome, or help coun- 
teract this opposing force of the vitreous. 
The importance of the vitreous body in 
the etiology of many of our cases of reti- 
nal detachment is becoming increasingly 
apparent. 

We would direct your attention to the 
excellent article on the role of the vitre- 
ous that was written by Doctors Teng 
and Chi.2 They have done an excellent 
piece of work to demonstrate the types of 
liquefaction of the vitreous and the role 
that this liquefaction of vitreous, plus 
vitreo-retinal adhesions and the precipi- 
tating factor of motion, play in the de- 
velopment of retinal detachment. 


Plans of Treatment 
Five or six years ago we treated most 
of our cases initially by diathermy around 
the retinal holes or by a barrage of dia- 
thermy to wall off the area of the holes 
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from the posterior retina. In those cases 
in which the retina did not settle back 
after the subretinal fluid was drained, we 
attempted to push the retina back into 
‘ contact with the diathermized choroid by 
injecting saline or air into the vitreous 
body. A fair percentage of success was 
achieved by this method. However, many 
cases of high myopia, traumatic detach- 
ments, detachments of the retina in 
aphakic eyes, and retinal detachments that 
had been present for a long period of 
* time were not helped. 

In the more desperate cases, and those 
in which repeated diathermy treatments 
had not been successful, we occasionally 
resorted to the full thickness scleral re- 
section operation. Although this proce- 
dure was helpful in a few cases it was 
far from satisfactory. The procedure was 
fraught with complications. In many cases 
there was loss of vitreous or intraocular 
hemorrhage. 

We soon abandoned the full thickness 
scleral resection in favor of the laminated 
scleral resection. This operation is much 
easier to perform and the frequency of 
complications is much less. Initially we 
performed the laminated scleral resec- 
tion as a substitution for the full thick- 
ness scleral resection. We adopted this 
procedure initially as a method of shorten- 
ing the sclera in the equatorial region. 

It was soon noted that advantage could 
be gained by the roll of thin sclera that 
was buckled inward when the resected 
area of the sclera was closed with sutures. 
This helped push the choroid up to the 
retina. Because of these advantages we 
started using the laminated scleral resec- 
tion as a primary means of treatment of 
retinal detachment, especially in retinal 
detachments in aphakic eyes. A study of 
our cases seemed to indicate that it was 
not the shortening of the sclera that was 
helping us so much as the buckling up of 
the choroid to the retina to form a better 
and earlier union between the two. 

A laminated scleral resection combined 
with diathermy in the base of the resected 
sclera was helpful in many cases but there 
were some cases in which the roll of sclera 


was not high enough to insure an adequate 
reaction between the retina and the chor- 
oid. For this reason we then followed the 
precepts set down by The Retina Service 
of the Massachusetts Eye and Ear Infir- 
mary by incorporating a polyethylene tube 
within the resected area in order to give 
a longer lasting and a higher buckle. 


Still there were cases in which the 
buckle was not high enough to insure an 
adequate reaction between the choroid 
and the retina. Again we followed the 
footsteps of the Schepens group by per- 
forming the scleral buckling procedure 
combined with a completely encircling 
polyethylene tube.* In this procedure the 
polyethylene tube is buried within the re- 
sected area while outside the resected area 
a suture that has been threaded through 
the tube is tied down to insure a higher 
and longer lasting buckle. The height of 
the buckle can be brought to the desired 
level, provided there is sufficient fluid 
to be drained. 


Laminated Scleral Resection 

We have not abandoned any of the pro- 
cedures that we previously mentioned, 
with the exception of the full thickness 
scleral resection. However, we do feel more 
confident after having performed a lami- 
nated scleral resection that has been com- 
bined with an encircling polyethylene tube. 
This is definitely our procedure of choice 
in the cases in which it can be done. There 
are certain cases of retinal detachment in 
which the procedure is not feasible. These 
will be pointed out later. 

Our preference for the laminated scleral 
resection combined with an encircling 
polyethylene tube is based upon the follow- 
ing reasons: * 

1. A minimum of diathermy is required 
in the base of the resected sclera. Be- 
cause this area is practically on the chor- 
oid we can get a more diffuse and less 
severe, but adequate, reaction in the chor- 
oid with much less diathermy than when 
the diathermy must be placed through the 
entire scleral thickness. 

2. This treated area of choroid can 
then be pushed up to the retina to insure 
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closure or isolation of the breaks from the 
uormal retina at the time of surgery. 

3. Because of this immediate coapta- 
iion of treated choroid with the retina, the 
»yostoperative bed rest can be kept at a 
ininimum, usually not over two to four 
days. For the same reason pinhole glasses 
are not required following this operation. 

4. The fact that the diathermized area 
of sclera is completely buried makes re- 
operation much easier than in cases that 
have had exposed diathermy through full 
thickness of sclera. In these latter cases 
the previously treated sclera is found to 
be quite friable and the density of the 
adhesions of Tenon’s capsule, conjunctiva, 
and extraocular muscles is much worse. 


Preoperative Examination and Treatment 


Our preoperative examination of the 
patient determines the type of surgical 
procedure that we intend to use. The his- 
tory often indicates those cases in which 
there is probably traction on the retina 
from the vitreous. Most cases in which 
there is a history of previous unsuccess- 
ful retinal detachment surgery will show 
some evidence of traction from the vitre- 
ous that probably caused the initial fail- 
ure or a re-detachment of the retina. 
Cases in which there is a history of pre- 
vious cataract extraction, especially if 
there has been some vitreous loss, usu- 
ally have vitreo-retinal adhesions. In ad- 
dition, detachments that have been pres- 
ent over a period of several months and 
those in which the history reveals that 
trauma or uveitis played a definite part 
in the development of the detachment will 
probably require a scleral buckling pro- 
cedure. 

After taking the history the eyes are 
thoroughly examined by both direct and 
indirect ophthalmoscopy on the patient’s 
first visit to the office. This initial exami- 
nation is probably the most important 
study that is made preoperatively. Most 
of the holes can be found on the first 
examination. In fact, the retinal breaks 
are more easily detected at that time be- 
cause of the greater difference in the 
color between the elevated retina and the 
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choroid which shows through the break. 
This contrast is less evident after the 
retina has settled back into position. 

Careful ophthalmoscopic examination 
also may reveal evidence of vitreous trac- 
tion. Schepens, Brockhurst and Okamura * 
have listed signs of vitreous traction as 
follows: 


The presence of fixed folds of the retina, 
star-shaped folds of the retina, multiple 
breaks and breaks that have rolled up 
edges. 


Following exhaustive ophthalmoscopic 
examination we attempt to study the 
vitreous with the slit lamp. Slit lamp 
study of the deep vitreous, with the aid 
of the Hruby lens or a contact prism will 
frequently reveal the presence of vitreous 
strands pulling on the retina. In detach- 
ments in aphakic eyes the study of the 
anterior chamber with the slit lamp may 
reveal the presence of a definite anterior 
vitreous adhesion. In several cases we 
have been able to trace such an adhesion - 
from the anterior segment all the way 
down to the retina where it was found 
attached to a raised operculum. 


Cases in which there is a definite evi- 
dence of vitreous traction on the retina 
do not require preoperative bed rest unless 
there is a possibility that the detachment 
may soon involve the macular area. 


In cases in which there is no evidence 
of vitreous pull on the retina, or, in which 
we have not found all or any of the retinal 
holes, we bandage both eyes firmly and 
institute bed rest. A complete flatten- 
ing out of the retina with a return of 
confrontation visual field within forty- 
eight hours indicates that vitreous trac- 
tion is probably not playing a major role 
in this particular detachment. In addition, 
on some occasions a flattening out of the 
retina has helped us detect peripheral 
holes that we could not find on the initial 
visit. 


In order to do a scleral buckling opera- 
tion without increasing the ocular tension 
to a dangerous level there must be suffi- 
cient subretinal fluid that can be drained 
away to give room for the buckle. For 


139 





SURGERY OF RETINAL DETACHMENT—SCHOEL, CLARK 


this reason very flat or shallow detach- 
ments and cases in which there is a hole 
in the retina without detachment, cannot 
be treated by a scleral buckle with an 
encircling polyethylene tube. In such 
cases we will usually do a conventional 
retinopexy or the Schepens’ trapdoor pro- 
cedure.* In the trapdoor procedure a lam- 
inated flap of sclera is dissected over the 
area of the hole. After diathermizing the 
base of the resected area a short polyethy- 
lene tube, usually 1.0-1.5 cm. in length, is 
placed within the resected area. The scler- 
al flap is closed down over this polyethy- 
lene tube in order to buckle in the sclera 
and choroid in the area of the hole to 
seal off the break at the time of the opera- 
tion. 

Also, we might use either retinopexy 
or the trapdoor procedure in the cases 
with a single small break in which the 
retina flattened out completely with forty- 
eight hours of bed rest with firm binocu- 
lar bandage. 

On occasion, we have found at the time 
of surgery that we are unable to remove 
a sufficient amount of subretinal fluid to 
satisfactorily perform scleral buckling 
with an encircling tube. We then have 
two alternatives: In some cases we can 
cut off the encircling portion of the tube 
and bury only the segment of the poly- 
ethylene tube that lies within the re- 
sected area. In other cases where bury- 
ing a portion of the tube is not possible, 
we remove the tube entirely and convert 
the procedure into a simple laminated 
scleral resection. 

In this paper we have discussed only 
the procedures with which we have had 
some limited experience. In our hands 


the scleral buckling procedures have defi- 
nitely improved the percentage of success 
in the more unfavorable cases. This is 
especially true in retinal detachments in 
aphakic eyes, traumatic detachments, de- 
tachments that have been present for a 
long period of time, detachments following 
or associated with uveitis and those that 
have had previous unsuccessful retinal de- 
tachment surgery. 

In cases with giant holes in the retina 
or large disinsertions and in cases of very 
high myopia our results have not been 
appreciably improved by the buckling pro- 
cedures. 

Despite the improvement in the results 
of the treatment of retinal detachments 
that has been due to the advancemenis ‘in 
diagnostic evaluation and surgical tech- 
nique, we are still a long way from the 
millenium as far as the handling of retinal 
detachments is concerned. There is no 
room for complacency in any present day 
method of surgical therapy. As yet we 
do not know enough about the etiology 
and the basic pathology of retinal detach- 
ments. Our knowledge of degenerative 
changes of the retina and the vitreous is 
still at a very primitive level. 

We can never be satisfied with a form 
of treatment that depends upon surgically 
inducing one pathological process to coun- 
teract another pathological entity. 
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Editorial 


Free Choice of Physician 


And the Report of the Commission on 
Medieal Care Plans 


In recent years the matter of free 
choice of physician is constantly before 
the medical profession and the public. 
The all important patient-physician rela- 
tionship is affected by it. When life was 
simple, the problem of free choice did not 
exist. The patient did the choosing. The 
free choice of physician is a fundamental 
principle, which the medical profession 
subscribes to, supports, and strives to 
attain. When the patient pays the phy- 
sician, he is able to exercise free choice. 
The principle, however, has been re- 
stricted in its application in many situ- 
ations. “Among such instances are the 
following: By action of law; by social 
and economic changes leading to new 
methods of financing the cost of medical 
care; by action of the profession in estab- 
lishing systems of staff or appointments 
granting limited privileges; by rating of 
nhysicians for the performance of various 
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types of medical care; by the certification 
of specialists ;’”’ and by hospitals limiting 
the number of physicians and defining 
their fields of service. Restrictions in the 
application of the principle of free choice 
may come from any of the “third parties” 
listed above. 

Third parties are defined as mechan- 
isms which for any reason enter into 
the relationship between the patient and 
his physician. Third parties assume a 
wide variety of form and activities. Those 
which provide payment of medical costs, 
including physicians’ fees, concern us now. 
The medical profession exists to serve the 
physical and mental needs of all humanity, 
and has long had the objective of render- 
ing good medical care at a cost that people 
can afford to pay. 

In 1954, the Board of Trustees of the 
American Medical Association appointed 
a Commission to determine whether the 
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current prepayment medical care plans 
are effective in promoting the highest 
quality of health services, the welfare of 
the public and the medical profession, 
and the ethical standards of the medical 
profession. The Commission gave its at- 
tention to the working of medical care 
plans in four fields of activity. These 
were: medical society approved plans, 
including Blue Shield and private insur- 
ance programs, industry programs, stu- 
dent health services, and miscellaneous 
and unclassified plans. The latter are of 
great concern at the present time although 
they cover only an approximate five and 
a half million insured persons. The other 
types of plans cover about one hundred 
and twenty million persons. 

Approximately one half of the report is 
devoted to consideration of the plans of the 
miscellaneous and unclassified type. They 
are important because it is principally 
here that the principle of free choice of 
physician is being challenged, and it is 
here that the threat of greatest danger 
to the patient-physician relationship ex- 
ists. In these plans, the services range 
from diagnostic to comprehensive medical 
care and the relationship of the patient 
to the program ranges from choice of 
physician to no choice at all. For the 
majority, there is a choice of physician 
to some extent within the panel. 

The report, the conclusions, and the 
recommendations are commendable, and 
give expression to careful and closely 
reasoned consideration by the members 
of the Commission. It was received by 
the House of Delegates in December 1958, 
who adopted this statement: 

“We respectfully suggest to the con- 
stituent associations reviewing the report 
in the interim, that their attitude regard- 
ing the report will be clarified if they 
arrive at some decisions in regard to the 
following basic points: 

“1. Free choice of Physician — Ac- 
knowledging the importance of free choice 
of physician, is this concept to be con- 
sidered a fundamental principle, incontro- 
vertible, unalterable, and essential to good 
medical care without qualification? 


“2. Closed Panel Systems—What is or 
will be your attitude regarding physician 
participation in those systems of medica! 
care which restrict free choice of phy- 
sician? 

“These suggestions acknowledge that 
the policy of the American Medical Asso- 
ciation to encourage and support the high- 
est quality of medical care for all pa- 
tients remains unchanged. They question, 
however, whether attitudes toward the 
free choice of physician and the closed 
panel system may be undergoing evolu- 
tionary change.” 

Most of the report will find approval 
and support by the majority of American 
physicians. Disagreement will develop on 
the two points about which the House 
of Delegates asked the constituent asso- 
ciations to give an opinion, that is, the 
rigidity with which the principle of free 
choice of physician is to be applied, and 
the attitude towards those physicians who 
participate in closed panel systems, re- 
stricting the free choice of physician. 

In regard to the first question, the an- 
swer should be “No.” An explanation of 
this position is needed. The report pro- 
vides a broad statement of facts by which 
it is clear that free choice stands, and 
should continue to stand, as an ethical 
principle. Restrictions on its application 
have developed. These exist in certain 
areas as a result of lega! decisions, laws, 
economic situations, or professional ac- 
tion. Freedom of choice is_ therefore 
relative. While the highest aims of the 
profession can only be served by con- 
tinuing to strive for its attainment, we, 
as physicians have to face the facts and 
should hold the tolerant attitude in the 
circumstances which restrict its applica- 
tion, provided there are proper standards 
of care. The principles of medical ethics 
and the opinions of the Judicial Council 
are the proper guides to the profession in 
the situations. 


The answer to the second question about 
the attitude regarding physician partici- 
pation in those systems of medical care 
which restrict free choice of physician 
comes from the same principles which 
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iave been given above. Each case should 
ye judged on its own merits. If the sys- 
‘em of medical care restricting the free 
hoice of physician contains safeguards 
and conditions which will respect the 
rights of physicians and patients, both to 
render and to receive medical care of the 
highest available quality, the physicians 
serving those plans should not be regarded 
as unethical. 

The opinions of the Judicial Council 
have indicated that conflicts in such mat- 
ters should be resolved locally. 

The third party influences in the pa- 
tient-physician relationship have been in 
existence over a hundred years. Those 
which restrict free choice have not ob- 
tained a dominant position. The argu- 
ments supporting the claims of those who 
advocate abolition of free choice and estab- 
lishment of closed panels could, with the 
change of a few words, be applied to 
plans to choose for the individual all the 
important people that he deals with in his 
life, such as his minister, teachers, his 
attorney, and government officials. The 
same line of reasoning could be used to 
induce the individual to surrender many 
of his fundamental freedoms, such as 
where he will work or for whom he will 
work. 

Comprehensive medical care and the 
relationship of the patient to the program 
ranges from choice of physician to no 
choice at all. For the majority there is 
a choice of physicians to some extent 
within the panel. Approximately one half 
of the report is devoted to consideration 
of the operation of plans of this type. 
The report, conclusions, and recommenda- 
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tions, represent a massive effort and give 
expression to the careful and closely 
reasoned considerations of the members 
of the Commission. Much that is in the 
report will find approval and support of 
the majority of American physicians. The 
point of controversy is the explicit atti- 
tude that organized medicine should take 
towards these miscellaneous and unclas- 
sified plans, in view of its own ethical 
principles, its previous belief and adher- 
ence to the principle of free choice of 
physician, and the constant interplay of 
contending forces attempting to change 
that position. 

The report of the Commission was pre- 
sented to the House of Delegates in De- 
cember 1958, who deferred action until the 
June 1959 session of the House, in order 
that the plan could have thorcugh con- 
sideration by the constiuent state societies, 
and requested that the state societies make 
known to the House of Delegates of the 
A.M.A. their views on the report. 

In conclusion it can be said that the 
free choice of physician is an important 
factor in the provision for good medical 
care and the principle should be applied 
as universally as practicable. In order 
that it should be maintained and fully 
implemented, the profession should dis- 
charge more vigorously its self imposed 
responsibilty for assuring the competency 
of physician services and their provision 
at a cost which people can afford. By such 
deeds, medicine will be practiced in a way 
that the public will continue to show its 
belief in the principle and its need for 
free choice. 





ORGANIZATION SECTION. 


The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
_ understanding and fortification of our Society. 


An informed profession should be a wise one. 


ARTHUR D. LONG, M.D. 
President 
1958 - 1959 


Dr. Arthur D. Long, our President for 
the past year, has had an extremely busy 
administration and many problems of mo- 
mentous importance to our profession 
have come up for consideration and so- 
lution. These problems were dealt with, 
always keeping in mind what was best 
for the public and Organized Medicine. 
Dr. Long has always kept uppermost in 
his evaluation of matters presented for 
consideration the welfare of the Society 
and its members. 

Our President has been very active in 
representing our Society and the profes- 
sion at many parish, district and national 
organizations. He has been active at all 
times in creating good public relations, 


not only between the members of the 
medical profession, but also between the 
public and our profession. 

As you know, 1958 was a legislative 
year and Dr. Long was always found op- 
posing bad medical legislation and whole- 
heartedly supporting legislation which 
would protect both our members and the 
public. 

Dr. Long was born in Oakland, Louisi- 
ana, in 1906, son of Dr. and Mrs. A. D. 
Long, Sr. When six years of age, the 
family moved to El Paso, Texas where 
his father built a sanatorium for the treat- 
ment of tuberculosis and was very active 
in this field up to the time of his recent 
death. 

Dr. Long attended grammar and high 
schools in El Paso and later took two 
years of engineering at Texas Western 
University prior to starting his pre-medi- 
cal course, which was taken in the Uni- 
versities of Colorado and Texas, with 
additional work at St. Mary’s in San 
Antonio. As an undergraduate student, 
Dr. Long won his letters in football and 
baseball. 

In 1929 he was married to Miss Mar- 
garet Stewart of E] Paso. After a honey- 
moon in Europe, Dr. and Mrs. Long came 
to New Orleans to complete their college 
careers and have resided in Louisiana 
ever since. 

In entering Tulane, Dr. Long was fol- 
lowing family tradition, since Tulane was 
his father’s alma mater. He was also 
interested in studying under the eminent 
Dr. Wilbur C. Smith, who was the head 
of the gross anatomy department of the 
Tulane School of Medicine. He received 
his M. D. degree in 1935. After serving 
two years of internship at Charity Hos- 
pital, New Orleans, Dr. Long accepted 
a position on the staff of the East Louisi- 
ana State Hospital at Jackson, where he 
remained for the next three years. In 
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1: 10, Dr. Long entered private practice 
ir Baton Rouge and is carrying on an 
active practice in this city where he and 
Mrs. Long have become permanent resi- 
dents. 

Dr. Long has served as Chief of the 
Visiting Staff at Our Lady of the Lake 
Hospital, and has held various offices 
in the parish and state medical societies, 
including many years on the Committee on 
Public Policy and Legislation of the State 
Society, which is his primary interest in 
the realm of Organized Medicine. He was 
Councilor of the State Society from the 
Sixth District in which capacity he was 
serving immediately prior to his election 
as President-elect. He was installed as 
President in May, 1958. 

Dr. Long enjoys membership in the 
East Baton Rouge Parish Medical Society, 
the Sixth District Medical Society, the 
Louisiana State Medical Society, Southern 
Medical and American Medical Associa- 
tions, and is quite active in civic or- 
ganizations. 

The members of the Louisiana State 
Medical Society are indebted to Dr. Long 
for the splendid manner in which he has 
acquitted himself and for his efficient 
administration as President during the 
past year. It is hoped that he will con- 
tinue his interest in Organized Medicine 
and will give us the benefit of his wise 
counsel in the future. 


PUTTING A PUBLICATION “TO BED” 
Ever stop to consider how much work is involved 
in getting out a magazine? 

This may give you an idea. 

Regardless of its size, every magazine consists 
of a bunch of separate articles or stories, each 
theoretically based on what is commonly known 
as an idea. 

It is popularly supposed that such ideas leap 
nimbly from the mind of the editor. Occasion- 
ally they do. More often, however, the idea is 
the brainchild of some struggling writer who, 
faced with a deadline and a blank piece of paper, 
must create something out of nothing in no time 
flat. 

In addition to this simple requirement, the 
Writer is expected to dig, delve, probe, and come 
up with a batch of interesting facts. Even if 
they are dull as dishwater, he is supposed to 
make them sound interesting. If he succeeds, he 
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is sometimes given a byline. 

Once the writer has painfully whittled his idea 
into finished form, it is subjected to another 
long and arduous process known as putting the 
publication “‘to bed.” 

This process is carried out by a group of un- 
sung heroes generally described as artists, pho- 
tographers, engravers, typesetters, proofreaders, 
make-up men, printers, and bindery workers. 
These gentlemen are usually anonymous but 
their jobs have the advantage of being conducted 
during normal working hours. This allows them 
to have dinner with their families, a privilege 
not always shared by the writer. 

The second step in transforming the idea into 
finished form falls on the artist or layout man, 
who arranges the text to fit the space and de- 
cides upon the illustrations to be used and where 
they shall be placed. Frequently, this genius 
also supervises the photographer. When draw- 
ings are used instead of photographs, the artist 
also has the pleasure of drawing them. 

The artwork and photos then go to an en- 
graver. 

The engraver’s craft is an old and honorable 
one but too technical to explain here. Suffice 
it to say that making an engraving takes any- 
where from several hours to several days, de- 
pending upon the engraver’s disposition and the 
amount of work in his shop. His disposition fre- 
quently proves the determining factor. 

While the engraver is performing his miracles, 
the type is set by a typographer. Some is set 
by machine and some by hand. Proofs are then 
pulled and corrected by scholarly printing com- 
pany employees known as proofreaders. In ad- 
dition to having an eagle eye, they must also 
know how to spell every word in the dictionary. 

Next, the type and engravings are locked up 
in a big metal form by a make-up man, who must 
see that everything fits together as shown on 
the layout. Sometimes this can’t be done, cold 
metal being an obstinate thing, and the writer 
and layout man are called on to cut out some 
of the words or alter the layout so the master- 
piece will fit the space. This is one reason why 
writers have ulcers and some layout men are 
prone to strong drink. 

At this stage the locked-up form is ready to 
go to press. This is known as “putting the pub- 
lication to bed.” Once it has gone to bed, all 
concerned breathe a sigh of relief. All, that is, 
except the pressmen and the people in the 
bindery, who are supposed to see that the print- 
ing presses produce exactly the right colors and 
that the pages are folded and stitched in the 
order intended. 

Of all the people involved in these procedures, 
probably those deserving the most sympathy are 
the writer, the typographer, and the proofreader. 
They have to read the stuff! Fortunately for 
the rest—they don’t. A blessing shared, it might 
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be added, by the gentle reader, who can pass up 
the whole caboodle with complete unconcern for 
all the time and effort it took to put the publi- 
cation ‘“‘to bed.””—Tennessee Progress 


INSURANCE BENEFIT PAYMENTS 

Benefit payments by insurance companies to 
the people of Louisiana who are covered by 
health insurance policies reached a new high 
during 1958, the Health Insurance Institute re- 
ported today. 

In the period from January 1 through Decem- 
ber 31, 1958, said the Institute, an estimated 
$31.9 million was paid out to help cover the 
cost of hospital and doctor bills, and to replace 
income lost through sickness or disability. This 
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represents a 7.4% gain over the 1957 figure of 
$29.7 million, and is based upon reports from 
insurance companies doing business in the state. 

The rise in benefit payments in Louisiana 
was reflected in the figures for the nation as 
a whole, the Institute noted. Persons protected 
against the expenses of hospital and medical 
care and treatment received a total of more than 
$2.6 billion in benefits from their insurance 
company policies in 1958, up 8.3% over the 
previous year’s high of $2.4 billion. 

By the end of the year, an estimated 70 
million persons were covered by health cost 
policies bought from insurance companies, more 
than all other types of voluntary health plans 
combined. 


CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date 
Ascension 
Calcasieu 
East Baton Rouge 
Lafayette 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 


Place 


Third Tuesday of every month 
Fourth Tuesday every other month 
Second Tuesday of every month 
Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 

First Monday of every month 


Lake Charles 
Baton Rouge 
Lafayette 
Bastrop 


New Orleans 
Monroe 
Alexandria 


Sabine First Wednesday of every month 


Tangipahoa 

every month 
Second District 
Shreveport 
Vernon 


BATON ROUGE PEDIATRIC SOCIETY 

The Baton Rouge Pediatric Society announces 
its June 16 quarterly meeting which will consist 
of a program by Dr. Alan Moncrieff, Chief of 
Staff, The Hospital for Sick Children, Great 
Armond Street, London, England. The subject 
will be BIOCHEMISTRY AND MENTAL DE- 
FECTS. 

For further information, contact Francis M. 
Harris, Jr., M.D., Secretary-Treasurer, Baton 
Rouge Pediatric Society, 1401 North Foster Dr., 
Baton Rouge, Louisiana. 


NEW SIX-OUNCE HEART MONITOR 
DESCRIBED 

A tiny device that can be set on a surgical 
patient’s arm and gives off a “beep” if his heart 

is functioning normally was described today. 
Cardiac monitors are used to warn surgeons 
and anesthesiologists when the heart ceases to 
function properly. If the heart stops, it fre- 
quently can be started again through the use of 


Second and fourth Thursdays of 


Independence 


Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Shreveport 


heart massage and electric shock, but these must 
be done instantaneously. 

The new monitor, weighing only six ounces, 
records the heart’s electrical activity, the “‘most 
accurate index” of its function, according to 
Dr. William F. Veling, Detroit. 

Writing in the Oct. 11, 1958 Journal of the 
American Medical Association, he said the mini- 
ature monitor has many advantages over the 
standard larger machines. 


A self-contained unit powered by batteries, 
it needs no long complicated electrical wiring 
and its audible “beep” overcomes the disadvan- 
tage of the older machines which need constant 
visual attention. “It enlists the attention of the 
entire operating room team but frees their eyes 
and hands for other duties,” he said. 


Another possible use for the device is that of 
monitoring the hearts of critically ill patients, 
especially those with heart disease, he said. Be- 
cause it is small, relatively inexpensive, and 


146 THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 





WOMAN’S AUXILIARY 


ly stored, a hospital could keep a number on 
| for use in patients’ rooms. 

1 conclusion, Dr. Veling said, “Small, reli- 
, rugged and easy to operate and maintain, 
iniature cardiac monitor with its reassuring 
p’ could become as commonplace as _ the 
hoscope in the operating room.” 


SALT LAKE DOCTOR DEVELOPS 
NEW BANDAGE SCISSORS 

Cutting away a tight bandage has become 
painless with the development of a new bandage 
scissors. 

Developed by Dr. Preston J. Burnham, a Salt 
Lake City surgeon, the new scissors slip easily 
and painlessly beneath tight bandages. 

They lack the large acorn-shaped protuber- 
ance found on the lower blade of standard band- 
age scissors. Dr. Burnham said in the Oct. 11, 
1958 Journal of the American Medical Associ- 
ation. 

The lower blade comes to a smooth, rounded 
point only slightly longer than the upper blade. 
This allows cutting with the full length of both 
blades. 

The acorn-tipped scissors had to be pushed far 
under the bandage before cutting could be done, 
since the acorn tip was blunt. Pushing the 
scissors between a snugly wrapped bandage and 
broken bone reminded one, Dr. Burnham said, 
“of an ancient method of torture in which 
wedges were pounded beneath wrist gyves to 
crush the wrists.” 

The new scissors’ short cutting action goes 
through the toughest dressings without binding, 
and the point on the lower blade does not catch 
in the skin or the dressing, he said. 

(The scissors are manufactured by J. Sklar 
Manufacturing Co., 38-04 Woodside Ave., Long 
Island City, N. Y.) 


OCCLUDED NECK ARTERIES CAUSE 
MANY STROKES 

A large percentage of strokes are caused by 
obstructions in the arteries of the neck, three 
Texas physicians said today. 

The obstructions, frequently resulting from 
hardening of the arteries, reduce the flow of 
blood to the brain, producing the symptoms of 
stroke—weakness, loss of speech and the ability 
to understand, visual disturbances, and mental 
dullness. 

Other possible causes of stroke are blood clots, 
capillary hemorrhage, or blood vessel spasm in 
the brain. 

Careful diagnosis of the cause of the stroke 
must be made in order to decide the proper treat- 
ment. Occlusions in the neck arteries are readily 
diagnosed through the use of x-ray. 

Since the obstructions lie in the neck, they 
can be treated by “direct surgical attack,’’ ac- 
cording to Drs. E. Stanley Crawford, Michael 
E. De Bakey, and William S. Fields, Baylor Uni- 
versity College of Medicine and the Methodist 
Hospital, Houston. 

Writing in the October 4, 1958 Journal of 
the American Medical Association, they said 
the surgery may take the form of actual removal 
of the obstructed part of the artery or the cre- 
ation of a grafted by-pass around the occlusion. 

They have surgically treated 43 patients who 
had occluded internal carotid, innominate, sub- 
clavian or left common carotid arteries. These 
arteries all lead through the neck to the head. 

Since surgery, signs suggestive of impending 
stroke have cleared in all patients, and episodes 
of recurrent strokes which had occurred in 14 
patients before operation have not recurred in 
any patient, the doctors said. 
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ORLEANS PARISH 

New Orleans, the city that care forgot, lured 
several hundred doctors’ wives, who with their 
husbands came here from all over the country 
for the Twenty-second Annual Meeting of the 
New Orleans Graduate Medical Assembly which 
took place March 2, 3, 4, and 5. 

lhe Woman’s Auxiliary to the Orleans Parish 
Medical Society were hostesses to the visitors 
for two gala affairs. On Tuesday afternoon, 
March 38, there was a tour of several homes 
and patios in the historic Vieux Carre preceded 
by a tea party in the residence of the Colonial 
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Dames in the Pontalba building. Mrs. Charles 
Lafayette Brown was general chairman of en- 
tertainment and was assisted in receiving the 
guests by Mmes. Albert W. Habeeb, Joseph W. 
Reddoch, Morrell W. Miller, Joseph O. Weil- 
baecher, Jr., and George M. Haik. 

Tea time the following day found the doc- 
tors’ wives gathered in the setting of a French 
drawing room in old New Orleans at the Orleans 
Club viewing a style show, ‘‘Modern Miracle 
of Fashions”’. 

Receiving were Mmes. Albert W. Habeeb, 
Charles Lafayette Brown, Joseph O. Weilbaech- 
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er, Jr., Daniel W. Beacham, Arthur D. Long of 
Baton Rouge and Edward M. Harrell of La- 
fayette. 

Alternating in presiding at the gold and 
crystal tea and coffee services were Mmes. 
Thomas B. Sellers, Andrew V. Friedrichs, Ed- 
win Hugh Lawson, Frederick Fenno, Donovan 
C. Browne, Eugene Countiss, V. Medd Hen- 
ington, Willoughby E. Kittredge, M. E. St. 


REVIEWS 


Martin, Mannie D. Paine, Jr., and Boni D»- 
Laureal. 

Assisting in the dining room were Mmes. 
Walter F. Becker, Robert C. Kelleher, Willian 
R. Arrowsmith, Leon Bultman, Julius T. Davis, 
Jr., Nathan Gisclair, George LeBeau, William 
S. Neal, James L. LeNoir and Daniel W. Hayes. 

Mrs. Branch J. Aymond, 
Chairman Publicity. 


BOOK REVIEWS 


Gifford’s Textbook of Ophthalmology, 6th Edition 
by Francis H. Adler, Philadelphia, Pa. W. B. 
Saunders Co. 1957, 499 p. Price $8.00 
This popular textbook has been revised to 

eliminate portions of the previous editions which 

proved of little value for the medical student and 
general practitioner. Scattered sections on in- 
juries have been collected into one chapter giving 
easy, ready reference on the disposition of ocular 
injuries. Medical thinking on diseases and treat- 
ment has been brought up to date. 

This book, as always, can be recommended 
highly. 

JEROME L. Byers, M. D. 


Essentials of Fluid Balance, by D. A. K. Black, 
M. D., Springfield, Illinois, Charles C Thomas, 
1957. Pp. 127, Price $3.75. 

This elegant and brief monograph clearly ex- 
presses the current position of our knowledge in 
this important field. It is no surprise to encount- 
er a brilliant treatment of fluid and electrolyte 
balance from the hand of Dr. Black because he 
has made outstanding original contributions to 
this subject. The work is organized about the 
physiological disturbances and clinical syndromes 
produced by excess and depletion of water, sodium 
and potassium. The prinicples upon which effec- 
tive treatment of these disorders depends are em- 
phasized and concretely illustrated. A fine back- 
ground for the study of current developments in 
fluid and electrolyte balance is furnished. An 
excellent selective bibliography is provided which 
will be a useful guide to the large literature that 
exists. Frequent references to this list are made 
in the body of the monograph and the reader is 
always informed of the author’s opinion concern- 
ing the value of the work which he cites. It is 
doubtful that any other small volume in this field 
can compare with Dr. Black’s monograph. It is 
highly recommended to all students of medicine 
and all members of the medical profession. 

Morton M. ZIsKIND, M. D. 


The Road to Inner Freedom; by Baruch Spinoza, 
N. Y., N. Y., Philosophical Library, 1957. 
Pp. 215, Price $3.00. 
Some may question the presence of this volume 

in a medical library. While it is applicable to a 

psychiatrist’s library, it is only in the broader 

sense that it should be considered for nonpsychia- 

tric physicians. The book is edited by Dr. D. D. 

Runes, who has done a masterful job simplifying 

the ethical philosophy of the great postrenais- 

sance philosopher, Baruch Spinoza. 

This volume helps explain the seeming paradox 
of a man who was for many years considered a 
“wicked” atheist and who by the termination 
of the 18th century had become a symbol of 
spiritual sanctity and intellectual integrity. It 
further emphasizes that his was truly one of 
the great minds of all time. Spinoza argues that 
the violent ambivalance of man’s turbulent emo- 
tions can only be handled by the awareness and 
giving in to a Supreme Being. The life and 
work of this ailing philosopher was dedicated 
to the search for a way to human happiness and 
social dignity; Spinoza had experienced both 
the savagery of religious strife and the upsets 
of emotional insecurity. This volume presents 
his thesis in a relatively concise, clear manner. 

GENE L. Uspin, M.D. 


PUBLICATIONS RECEIVED 

MD Publications, Inc., N. Y.: A History of 
Ophthalmology, by George E. Arrington, Jr., 
M. D.; A History of Neurology, by Walther 
Riese, M. D. 

The C. V. Mosby Co., St. Louis: Textbook of 
Surgery, edited by H. Fred Mosely, F.R.C.S. 
(3rd edit.) 

Prentice-Hall, Inc., N. Y.: Maternity: A 
Guide to Prospective Motherhood, by Frederick 
W. Goodrich, Jr., M. D. 

W. B. Saunders Co., Phila.: Current Therapy 
—1959: Latest Approved Methods of Treat- 
ment for the Practicing Physician, edited by 
Howard F. Conn., M. D. 

Vantage Press, Inc., N. Y.: Childbearing Be- 
fore and After 35, by Adrien Bleyer, M. D. 


THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 





